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SECTION I

OVERVIEW OF THE AMERICAN INDIAN POPULATION AND THE
INFLUENCE OF CULTURE ON INDIVIDUALS WITH DISABILITIES




OVERVIEW OF THE AMERICAN INDIAN POPULATION AND THE
INFLUENCE OF CULTURE ON INDIVIDUALS WITH DISABILITIES

A study of the special problems and needs of American Indians who are disabled
must be conducted within the context of an understanding of the values, beliefz, and
practices of the American Indian people. American Indians maintain that a single label
groups them together without regard to tribal differences. American Indians are not a
homogeneous population, although there are similarities in their value systems and
adaptation to the dominant culture.

No two cultures differ more in value systems than the American Indian and the
White dominant culture (Richardson, 1978). Although anthropologists and sociologists
argue the finer points of the definition of culture, they seem to concur that: (1) culture
includes the rules and symbols by which people organize and assign meanings to their life
experiences, (2) culture is learned, and (3) culture is shared. Culture influences what
people think and do (Wallace, 1970). Lives of Indian people are-also affected by
acculturation. These different concepts can influence an individual's perception of
disabilities, their recognition of solutions to situations requiring rehabilitation, and their
selection of certain practices when participating in rehabilitation programs. Examples of
specific differences between American Indians and the dominant society's values are
described below in the areas of: (a) family systems and social organization, (b) health and
medicine, (c) religion, (d) acculturation, and (¢} language.

Family S 1 Social Oreaniza

The extended family system forms th= ecoromic and social base for American
Indian society (Pedigo, 1983) in contrast to the nuclear family system of the dominant
society (mother, father and children). The extended family system of American Indians
may consist of three or more family units all closely related. Clan members are considered
relatives with the same influence on an individual's life as parents, brothers, and sisters.
Indians consider many more people to be their relatives than do members of the dominant
society. Family relationships are very important. For example, within tribes such as
Blackfeet and Acoma, aunts are referred to as mothers, uncles as fathers, and cousins as
brothers and sisters.

Today, the extended fariily continues to be a resource network for many American
Indians (Everett, Proctor, & Cartmell, 1983). Members of the extended family have
responsibilities to and for one another. Interdependence among family members is a
predominant characteristic and needs are met through this network. Thus, extended
families provide a primary source of support for the family member. Intervention strateg,ics
would benefit from the inclusion of the extended family network for the American Indian in
need of rehabilitation services.

For some American Indians, the extended family may not be intact because of
varying degrees of acculturation. Individuals with weak and non-existent extended families
may need other forms of social support networks. These need to be identified and
implemented by service providers.

Health and Medicine

The American Indian concept of health and medicine is at variance with that of the
dominant society. For many American Indians, a state ¢t health refers to harmony within
one's life whereas disease is caused by disharmony within the individual and/or
disconnection with the family, community, and universe. Many American Indians believe
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that the being is comprised of mind, body and spirit (Locust, 1986). The physical body
cannot be separated from the mind and spirit. Thus, if one treats the physical being without
treating the mind and spirit, the treatment is not likely to achieve its goal.

In contrast, western medicine provides treatment for illness due to infection,
physiological, and psychological malfunctions (Clark, 1985). Thus symptoms are treated,
rather than the source of affliction.

Relisi

In American Indian languages there is no equivalent word for religion (Brown,
1982). American Indian religions represent traditions that have been present in North
America for thousands of years. These traditions have not only survived the test of
acculturation, but in may cases they are being reexamined and reaffirmed by the American
Indian people. In American Indian society, there is a rich plurality of highly differentiated
types of religions. This makes it almost impos “le to define or describe American Indian
religions in generalities.

Brown (1982) lists three "primal elements" that are universal to all North American
Indian religions, past and present: (a) American Indian religion cannot be separated from
any aspect of Indian culture, (b) in American Indian culture, people's understanding of
their language is an integral part of worship and the spoken work possesses power, just as
words have power, the unspoken thought is considered to have power of its own; and (c)
the concept of time is cyclical and is a very important aspect of American Indian religious
ceremonies.

These "primal elements" may be said to constitute living religions in the sense that
core elements of sacred lore, values and the native language are held and lived by certain
segments of American Indian society. Today, many American Indians still follow
traditional forms of worship that may be specific to their tribal or cultural group. Some
American Indians have integrated other forms of worship into their lives such as
Catholicism. Further, American Indians consider religion to be a very private matter for the
participants and discussion with non-tribal members or non-Indians is typically considered
taboo

A ration

Acculturation has been defined differently by various disciplines, but one focal
aspect to consider is how this affects the individual involved. Johnson (1974) defines
acculturation "as the processes and results of contact between two or more different
cultures and this brings about considerable diffusion of cultural traits in one or more
directions” (p. 1). Along with this, other processes occur such as development of new
intercultural roles and the growth of new customs not found in either culture, and the
disintegration of the old culture.

Lowery (1983) identified three adaptations to the dominant culture among the
Navajo Indians. These adaptations are considered to be similar for other American Indian
tribes. Adaptations of the people were characterized as three groups: (a) acculturated
people, (b) autonomous people, ahd (c) traditional people. The acculturated people are
those who have been educated in universities and have returned to the reservation. These
people may have grown up on the reservation and want their tribe to move into the modern
world, maybe at the expense of losing aspects of their culture. These people may not be
comfortable in either world. Autonomous people can move comfortably between the
cultures. They may be college educated, but they value their traditions and language. In
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addition, they are determined to bring their people into the modemn world without
compromising any of their traditional systems. The third adaptation is the traditional people
who have managed to keep the influences of the dominant society tc a minimum. These
people still retain their language, customs, and belief systems and see no need to change.
Indian people across the country can be characterized with orientations ranging on a
continuum from traditional to autonomous to accultvrated.

Language

The issue of language difference is an important one for rehabilitation because the
quality of "second language" or "limited English" speakers can greatly influence the
diagnostic and eligibility phase of rehabilitation. These factors can also create
communication barriers, thus influencing rehabilitation. Although the number of native
speakers is declining, there are still over 250 rative languages in the U.S. today (Chafe,
1974). Mass media and increased mobility are influencing the American Indian's increased
use of English. Additionally, many Indians who relocate to an urban area do not have
family or friends to converse with in their native language.

Although many bilingual speakers can converse in two languages, some may
experience limited proficiency in one or both languages. Limited proficiency can be
attributed to two factors: (a) quality of the English-speaking model for the young
American Indian learner may be someone with limited ability to speak English well, and (b)
the structure of most native languages is very different from that of English, thus there is
not a one-to-one correspondence from one language to the other.

Since American Indians, as a population, have successfully retained many of their
traditional values, beliefs, and practices, efforts to improve rehabilitation service delivery to
them must acknowledge these cultural differences in order to be successful. These
represent very complex situations, and further efforts at understanding these differences
within the context of rehabilitation should be encouraged. Further information on these
issues would greatly enhance the work of professionals and service providers.

American Indian Population
The 1980 U.S. Bureau of the Census reported 1.4 million American Indians. This

compares with a population of 827,268 in 1970 and 551,669 in 1960. The American

indian population has nearly tripled in the twenty year penod from 1960 to 1980 (U.S.

Congress, Office of Technology Assessment, 1986). A high birth rate among American
Indians contributes to this increase.

Of the total population of American Indians in 1980, 46% (644,000) resided on
"identified Indian areas," or in non-metropolitan areas. "Identified Indian areas" are
described as reservations, tribal trust lands, Alaska Native villages and historic areas of
Oklahoma that consist oi former reservations..."(U.S. Congress, Office of Technology
Assessment Report, p. 4). In comparison, a recent BIA report (1987) entitled Indian
5869 g;ol’gpglangg and Labor Force Estimates lists the on or near reservation population at

1,57

Four states which ranked highest in total population of American Indians in the
1980 Census with more than 100,000 in each state were California, Oklahoma, Arizona
and New Mexico. Fifty-four percent of the Indian population lived in central cities or in
urban areas outside central cities. States with the highest number of American Indians in
urban areas were California, Oklahoma, Arizona, New Mexico, Washington and
Minnesota. The significant increase in Indian population which has occurred in California
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particularly from 1960 to 1980 can be attributed to the increased population of Indians in
urban areas. Ten metropolitan areas with the highest urban population of American Indians
were: Los Angeles-Long Beach, Tulsa, Oklahoma City, Phoenix, Albuquerque, San
Francisco-Oakland, Riverside-San Bernardino-Ontario, Seatile-Everett, Minneapolis-St.
Paul and Tucson.

Populations on reservations range from 1 tribal member living on or near the
reservation to 173,018 residents on the Navajo reservation, the nation's largest (1987,
BIA). According to the 1980 U.S. Census, half (49%) of all reservation residents lived on
10 reservations: Navajo (Arizona), Pine Ridge (South Dakota), Gila River (Arizona),
Tohono O'odham (Arizona),Fort Apache (Arizona), Hopi (Arizona), Zuni (New Mexico),
San Carlos (Arizona), Rosebud Sioux (South Dakota), and Blackfeet (Montana), (U.S.
Bureau of the Census, 1983).

Soci e -

In 1980 (U.S. Bureau of the Census, 1983), 27.5% of American Indians had
incomes beiow the poverty level compared with 12.4% of the general population who were
in this category. Twenty-three percent of the Indian households were headed by women
compared with 14% of the households of the general population. The median family
income in 1979 for American Indians was $13,678, $13,829 for Eskimo and $20,313 for
Aleuts. This compares with a median income of $19,917 for families of all races. Income
differences for American Indians across various locations in the U.S. consistently ranges
from $6,000 to $7,000 lower than that for the general population.

Income levels differ between tribes depending on the economic base or industry on
or near the reservations. Tribes such as the Navajos have forest industries as well as
mining activity on their reservation. Some reservations, however, may have a limited land
base or perhaps limited opportunities to develop industry on reservations. This affects the
level of income among the people from tribes on these reservations.

In an effort to achieve increased levels of self-sufficiency, economic ventures and
activities within tribes range from Bingo, forest industries, pencil factory, ski resort, and
tourism. In addition, there are numerous arts and crafts centers and guilds as well as tribal
museums through which members can sell their crafts and artwork.

Educationa] Status

School age children. The percentage of American Indian children attending
elementary and secondary schools, ages 7 to 15 years, is proportional to that of the White
and Black populations. In 1980, 96.6% of American Indians, 97.3% of Eskimos and
97.0% »f Aleuts for this age group were ¢irolled in school. For the White population,
99% of the 7 to .3 year age group were enrolled, and 98.1% of the 14 and 15 year age
group. Similarly, the Black population had 98% of the former age group enrolled and
97.9% in the latter age group.

Differences in student enrollment begin to occur for the 16 and 17 year old student
populations. Among the American Indian students, those of ages 16 and 17 years who
were enrolled in school were as follows: 76.6% of American Indian, 83.4% Eskimo, and
81.6% Aleut. This compares with 89% of the White student population enrolled in school
in the same age range, and 87.9% among the Black student population.



Finally, the percentage of high school graduates among all American Indians 25
years of age and older was 55.3% for American Indians, 44.3% for Eskimos, and 58.4%
for Aleuts. Within the White population, 68.8% are high school graduates, as are 51.2%
of the Black population.

Higher education. In the Fifth Annual Status Report on Minorities in Higher
Edug_angn (1986) overall, the population of minorities is 21.3%. However, enrollment of
minorities in institutions of higher education is 17%. For the period from 1980-84,
enrollment of American Indians decreased at two-year institutions by 4.2%, but remained
steady at four-year institutions. - State institutions which had an increase in American Indian
enrollments at both two-year and four-year institutions were those in Montana, North
Dakota, North Carolina, Texas, New Mexico and Washington. Increased enrollment at
four-year institutions only was reported for the states of Arizona, South Dakota, Wisconsin
and Minnesota. Enrollment of American Indians increased 2.6% from 1980 to 1984;
howeves, American Indians remained at .7% of the total enrollment.

Enrollment of American Indians in graduate school decreased 6.4% for the years
from 1980 to 1984. During this same period, enrollment in law schools increased 11.6%.
Of 20 states reporting data, the number of baccalaureate degrees awarded between 1978
and 1984 increased by 16.5%. At the master's level, the overall increase was 19.3%; this
represented a 1.9% increase in the percentage of American Indians receiving master's
degrees. At the doctoral ievel, the number of degrees conferred from 1975 to 1984
doubled. In 1975, American Indians received .1% of the doctoral degrees; in 1984, .3% of
the doctoral degrees conferred were awarded to American Indians.

Although there have been notable improvements in the health of American Indians,
itis not yet comparable to that of the general U.S. population. However, one must be
cautious in making overall statements about the health status of American Indians since an
improvement in one area could mean a deterioration of health in other areas. For example,
11 IHS areas (data was not available for California) showed a decline in the crude mortality
rate, which was counterbalanced by increased rates of disease in other areas like heart and
liver. Further, although accidents are no longer the leading cause of death, heart disease
has now surpassed accidents as the leading cause of death for Indians (U.S. Congress,
Office of Technology Assessment, 1986).

One particularly significant factor in the health status of Indians is the high mortality
rate. In the three year period from 1980 through 1982, 37% of the deaths among Indians
were 45 years of age or younger. In the general U.S. population, 12% of the deaths
occurred within this age group. In a report from the Secretary's Task Force on Black &
Minority Health (19%5), data from 1984-85, the death rate for the same age was reported to
be 43%. In addition, excess dearhs (the difference between observed rates and the rate
within the White population) among American Indians accounted for 87% of the deaths
before the age of 45; the comparable rate for Blacks was 39%.

Hospitalization rates paralleled the mortality rate. In 1984, 75% of the IHS hospital
patients were under 45 years of age, compared with 48% of the patients in U.S. hospitals
who were of the same age.

Of the fifteen leading causes of death among American Indians, 11 of the causes
occurred at levels greater than that for the general population. For example, accidents and
adverse effects was 3.4 times the rate of the general population, liver disease/cirrhosis was
4.2 times greater, diabetes mellitus was 2.8 times greater, nephritis was 22.8 times greater

- (J’
i 6 }e



and tuberculosis was 7.0 times greater. Similarly, the Task Force on Black & Minority
Health (1985) found that 80% of the excess deaths for American Indians before 45 years of
age was attributed to the following six causes: unintentional injuries, cirrhosis, homicide,
suicide, pneumonia, and diabetes.

Unemployment

In the 1980 Census, unemployment rates for all persons 16 years and over were
twice that of all races at 13.2% for American Indians, Eskimo, and Aleut, as compared
with 6.5% for all races. The Bureau of Indian Affairs (1987), however, reported an
employment rate of 38% during 1986 for the Indian population living on or near
reservations.

R2*2s of unemployment among American Indians vary greatly by state as they do
by tribe. ror example, Kansas reported an unemployment rate of 13% whereas the states
with unemployment rates of 58% or greater were Alaska (50%), Iowa (59%), Michigan
(54%), Minnesota (60%), Nebraska (59%}, New York (51%), Nortn Dakota (51%),
South Dakota (61%), Washingion (53%), and Wyoming (54%) (1987, BIA). Rates
among tribes also vary; examples of unemployment are Jicarilla Reservation, 13%:;
Rosebud Reservation, 82%; Acoma Puchio, 51%; Blackfeet Reservation, 25%; Navajo
Reservation, 39%; Osage Tribe, 9%; and Seminole Tribe, 19% (Bureau of Indian Affairs,
1987). Eighteen years ago in 1969, estimates of unemployment among American Indians
ranged from 12% to 74%. The average unemployment rate among American Indians was
38% which was 10 times greater than the national rate (U.S. Department of Labor, 1969).
Within a span of 18 years, the rate of unemployment continues to be an average of 38%.

Tribal Membershi

Tribal membership becomes a prominent issue when it is considered a requirement
for eligibility of services like health care, education, social services, or rehabilitation. For
example, at the federal level, eligibility for health care through IHS "is not explicitly limited
to members of federally reccgnized tribes (due to) the variation cross tribes in
requirements for tribal membership. Congress has therefore chosen not to restrict services
to members of federally recognized tribes” (Office of Technology Assessment, 1986, p. 6).
A second example is that of eligibility for educational services, the requirement of one-
quarter or more blood quantum for enrollment in BIA funded schools was changed through
arecent U.S. Appeals Court decisior (Zarr v. Barlow). Eligibility for enrollment in a BIA
funded school now requires that a student be an enroiled member of a federally recognized
tribe or that the total blood quantum be one-fourth or more. At the tribal level, tribal
membership might be required for scholarships, land allocation, receipt of tribal royalties,
or the right to hold office. Tribes were further prompted to establish criteria for tribal
membership by such factors as: (a) increased numbers of tribal members, (b) increased
occurrences of marriage outside of one's tribe, and (c) the increased number of tribal
members who moved (temporarily or not) to urban areas.

Although tribes have established criteria for tribal membership for use within their
respective tribes, they have resisted efforts to establish a uniform set of criteria which
would be applicable for all tribes. Examples of varying criteria for tribal membership are:
(a) the Cherokee Tribe, who requires proof of descendancy; (b) the Citizen Band
Potawatomi Tribe, who presently requires one-eighth biood quantum (a proposal to change
tribal enrollment based on descendancy will be determined by election in June, 1987); and
(c) the St. Croix Chippewa Tribe, who requires one-half blood quantum. More than 25%
of the tribes use the criteria of one-fourth as the minimum Ievel of blood quantum in order
to be recognized as a tribal member.
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G 1t Policies for Indian Peogl

jan ities. Vine Deloria, an American Indian political
scientist, contends that the process of formulating federal Indian policies has changed in
recent years (1985). Today, any federal policy change or legislation concerning American
Indians or Alaska Natives rarely goes unnoticed or is enacted without Indian reaction or
recommendations. Deloria attributes this change in policymaking to a keener sense of
justice and a willingness on the part of policymakers to seek programs or policies which are
more appropriate for Indian communities.

Federal policy affecting American Indians and Alaska Natives, according to
Deloria, occurs at two levels (1985). At the congressional level, policies are often
developed under the best intentions and in the spirit of social respoasibility. At the local
level, people or agencies are charged with implementation of policies. Implementation of
policies at the local, state, and regional levels is subject to interpretation and its perceived
importance and priority. Thus, implementation of policies through services may be
evidenced at various levels of intensity. The overlays of regulations and policies at the
Congressional level, state, and local levels can create difficulties in accessing or gaining
eligibility for services.

The influence of political climates on federal Indian policy account for the
vacillation of ideologies. The central theme of policies and legislation in the early years of
this country was to civilize and assimilate American Indians into the majority culture. Steps
in this direction intensified by the late eighteenth century, when the land base, population,
and military power of the tribes had been greatly diminished. One example of assimilation
policy was the passage and implementation of the General Allotment Act of 1887, which
authorized the preside:it to negotiate and allot thousands of acres of Iridian land to
individual Indian families and transfer the surplus land to the federal government for
settlement by non-Indians. Through this policy of land allotment, th= federal government
assumed an aggressive role in managing Indian land and slowly became a powerful force in
deciding the fate of Indian property. For example, when the General Allotment Act was
amended in 1891, the policy gave the U.S. Secretary of Interior the right to assume a
guardianship role in the lease of land for Indian children, the aged, and persons with
disabilities (Deloria & Lytel, 1983). Most families and relatives of those placed under
guardianship were themselves deemed "incompetent" (Washburn, 1973).

By the 1920s, numerous protests and demands were advanced to Congress calling
for reform. The passage of the Indian Citizenship Act in 1924 granted citizenship to all
Amgrican Indians who heretofore had been denied the right to vote since they were not
recognized as American citizens. This law, however, did not apply to Indians living in
Arizona. Interpretation of the "federal trust relationship” held by Indians was the basis for
denial of the right to vote until the State Supreme Court reversed the decision in 1948
(Harrison v. Laveen).

Some of the controversial governing issues were documented in the study entitled
the Meriam Report (1928). The study cited many inadequacies including: (a) lack of
trained personnel, (b) a poor health care delivery system, (c) poor economic planning of
programs, (d) substandard educational programs, and (e) unresolved legal and
jurisdictional problems. The report linked many of these problems, including poverty, to
the fedleral policy contained in the passage of the General Allotment Act. The diminished
land size had placed most Indian families in poverty resulting in increased dependency on
the federal government for welfare, education, health care, and economic survival.
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Results of the study coupled with continued pressure on Congress led to the
passage of the Indian Reorganization Act in 1934 and resulted in a new BIA administration
under the leacership.of Commissioner John Collier. This Act, dubbed the Indian's New
Deal, helped set a-new federal course by ending the federal policy of land allotments. This
law also allowed tribes to set up their own form of self-government, albeit within a
framework recommended by the federal government. While sonie tribes resisted the model
for self-government, most welcomed the end to land allotment which had impoverished
them. Collier's administration also attempted to regain some of the land for the tribes and
in some cases sought land for those whe nad been left landless.

0

assimilation. An Indian cultural renaissance was encouraged and some traditions and
religious practices such as the Sun Dance were again permitted. Indian children, enrolled
in federal boarding schools, were allowed to speak their native tongue without punishment,
and on some reservations or the BIA schools, began to experiment with bilin

education. In addition, the passage of the Johnson-O'Malley Act in 1934 authorized
financial incentives for public schools to educate Indian children.

As aresult of the Reorganization Act, there was al$o a reversal to the policy of

The era of rebuilding and revitalizing Indian self-government and culture, however,
suffered a major setback as a result of changes brought about by World War il. After the
war ended, Congress began to explore ways to cut federal spending. Initiatives for "
getting out of the Indian business" were taken seriously and a new word appeared in these
initiatives--"termination".

Since termination started out as a money-saving initiative, the first step towards the
realization of this new policy was a call for a study and the identification of Indian tribes
deemed .economically self-sufficient with an objective to terminate these tribal groups. The
BIA undertook such a study and as a result of their recommendations, a seemingly
harmless resolution, House Concurrent Resolution 108, was passed in 1953 without a
single negative vote. The end result of this endeavor was removal of specific tribes "from
Federal supervision and control ...." These tribal members were then made subject "to the
same laws and entitled to the same privileges and responsibiliiics as are applicable to other
citizens of the United States...."

Between 1953 and 1962, a number of other termination bills or administrative
actions were taken which underscored the desire of the federal government to sever its ties
and obligations to Indian tribes. Through P.L. 83-280, legal jurisdiction was transferred
from the federal government to the states in California, Minnesota, Nebraska, Oregon,
Wisconsin, and the territory of Alaska. Congress also took action to transfer the federal
Indian Health care program from the BIA to the U.S. Public Health Service (The Transfer
Act 0f1954) in an attempt to improve the health of the Indian people. More Indian children
were also permitted into public schools off Indian resetvations when the Federal Impact
Aid Act of 1950 (P.L. 81-874) provided additional funds to sck:nol districts with
enrollments of school children residing on nontaxable federal lands or on military bases.

The BIA's own administrative policies during this time were also characterized by
assimilationist efforts. For example, increased federal funds were sought to relocate
Indians to cities for jobs or job training. Many of the young Indians were provided with
special funding to relocate to the cities and once there, were often resettled by the BIA in
areas where they had little contact with other Indians. As a result of this isolation, many of
the relocatees failed to adjust to city life and subsequently returned to the reservation, some




only to be sent again on another relocation. Those who remained in the city often did so
only because there were no jobs on the reservation. As the years passed, more Indians
moved to cities, but most have continued to maintain contact with their reservation families
with the desire to return to the reservation (Native American Research Group, 1975).

While the relocatees of this era did not always fare well, the Indian tribes who were
terminated were for the most part devastated. After years of attempting to become part of
the mainstream and remain economically self-sufficient, the end result of the new "freedom
from federal trusteeship” for the terminated tribes was increased poverty. With this
experience and the anticipation of more of the same, one tribe, the Menominees of
Wisconsin, embarked on a course to regain their trust status with the federal government.
Although failure of the termination policy was denounced by a succession of presidents,
the policy did not end officially until 1973, when the Menominee Restoration Act was
signed into law (Fixco, 1986).

Some other important changes began to occur in the 1960s as the national War on
Poverty was initiated. Indians became recognized as one of the most impoverished
minority groups in the United States an’; as such became eligible for a number of programs
funded by the Office of Economic Opportunity (OEO). Some tribes were able to administer
their own programs such as Headstart, Lealtn outreach, economic development, legal
advocacy, job training, and innovative community improvement projects.

Through OEOQ, Indians were given a new point of access to federal programs. An
"Indian Desk" in OEO was established with the appointment of a special liaison to handle
Indian concerns. Over the next decade, this practice became increasingly common at the
federal departmertal level as well as at some levels in various state governments.

Despite the introduction of the OEO programs, the pivotal role of the BIA in the
lives of reservation Indians remained unchanged and was, in fact, reinforced because a
number of legislative amendments began to set aside federal funds for Indians not being
served by the states. As a result of these changes, the BIA soon emerged as the "51st
State" (on paper) and was supplemented with its own allocation with special program
monies earmarked for use on federal reservations by tribes. For example, when the
Elementary and Secondary Education Act (P.L. 89-10) was enacted, the BIA along with
the states, was allocated funds by the U.S. Department of Health, Education and Welfare to
supplement budgets for schools with substantial number of children from low-income
families.

As the issues of civil rights and economic opportunity began to lose momentum in
face of the escalated U.S. involvement in the Viet Nam conflict, Indian leaders and
organizations continted to press for a new federal Indian Policy reflecting the philosophy
of self-determination as proclaimed by President Nixon in 1970. This presidential
proclamation was issued during the height of public protests against governmental policies.
Ind:an groups and their supporters were receiving considerable media attention here and
abroad with such protests as the occupation of the Alcatraz Island, the show of force over
fishing rights in Washington state, the occupation of Wounded Knee, South Dakota, and
the eventual trek across the United States during the Trail of Broken Treaties, as well as the
temporary take-over of the BIA offices in Washington, D.C. The Wounded Knee protest
resulted in a promise of congressional inquiry by then Senator James Abourezk who, as
chair of the Senate Select Committee on Indian Affairs, obtained congressional support to
establish the American Indian Policy review Commission. The special two-year study
yielded volumes of reports, but did not produce an overall or more coherent federal Indian
policy.
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Independent of the activity over the American Indian Policy Review Commission,
other impressive legislation benefitting Native Americans was passed during the 1970s.
For example, public and political outcry over the public schools' misuse of educational
funds for Indian children resulted in the passage of the 1972 Indian Education Act ®P.L.
92-318). This law established an Office of Indian Education within the U.S. Department
of Education to help monitor and evaluate funds going to educational institutions serving
Indian children, youth, and adulis. In addition, legislative actions during the 1970s
included: (a) the Indian Financing Act of 1974; (b) the Indian Self-Determination and
Education Assistance Act of 1975; (c) the Indian Health Care Improvement Act of 1976; (d)
Indian Child Welfare Act of 1978; (¢) Tribally Controlled Community College Assistance
Act of 1978; and (f) the American Indian Religious Freedom Act of 1978. Although the
benefits of each of these laws were and are important, the Indian Self-Determinaton and
Education Assistance Act (P.L. 93-638) is the most well known of these acts because it has
cn:alilcdstﬁbcs to subcontract and administer programs formerly under the BIA or Indian
Health Services.

Today, despite the desire for increased self-determination by most tribes, financial
resources of the tribes are inadequate. Gains made towards self-sufficiency during the
1960s and early 1970s uave been curtailed severely or cancelled as the national badgets
have been cut and/or slated for phase-outs.

The fact that Indians live on federal lands and are served separately by the BIA and
Indian Health Service (IHS) has given rise to perceptions that reservation dwellers are
“outside" state jurisdictions and services. This and other cultural misunderstandings have
compounded the resource access problems for individuals with disabilities in many Indian
communities. In an effort to combat this problem, a few Indian communities have begun to
develop their own resources for people with disabilities although they are often besieged by
the lack of funds and/or other support. These "new developments" have only been
possible because of changes to the existing laws regarding services for people with
disabilitics which allowed for set-aside funds.

The reservation lands, for the most part, are unproductive and are inadequate to
sustain stable economic support for those whe live on them. Most of the formal
institutions on the reservations are owned or operated by non-Indians, i.e., the health care
system, the educational system, the churches, and the governmental agencies. English is
the official language and the maiority of the top-level administrative and professional
services for, or on behalf of, Indian people are provided by non-Indians.

The reservation land is held in trust by the federal government and, in some
instances, may be "leased" to non-Indian ranchers, miners, oil companies, farmers, and
others. All of this complicates the existing tangles of the federal government-Indian
relationship. Many of the people who are ill or disabled have to travel extensive miles to
receive health or other needed services. In many Indian communities, modem
conveniences which are taken for granted in the dominant society are non-existent in the
American Indian communities. For example, lesc than 10% of those who live on the
Navajo reservation have telephones and less than 40% have indoor plumbing or potable
water. In addition, some states are reluctant to recognize Indian citizens or to develop
roads, water or services for the reservation-residents in their state because of taxation
issues. Reservations thus form pockets of abject poverty, under-employment, poor health,
and poor housing, all of which are symbolic of a dependent culture.
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Economic dependency, psychological depression, and poverty result in passive
resistance at best and helplessness at worst. Throughout history every type of social
reform known to planners has been introduced or practiced on Indian reservations for short

periods of time and then phased out without comparable replacements.

Despite the complex bureaucratic layer, most Indian communities maintain a social
structure that is egalitarian, informal, and althcugh not always visible to non-Indian
administrators, tightly integrated. Non-Indian administrators may perceive the wt.ole
reservation as one community with social unity and a cooperative spirit to work together.
The "functioning” Indian communities, however, are actually smaller and generally revolve
around extended families, cliurch groups, and other "common cause" groups, who are
responsible for getting things done. The social organization of most Indian communities is
adaptable, fluid, and in many instances, holds the power to deal with issues affecting the
individual, family, or the tribe.

In the complexity of multiple governmental levels, people with disabilities are often
confused and uncertain as to the nature and type of services available, and agencies such as
Rehabilitation Services Administration (RSA), Office of Special Education Programs
(OSEP), Administration or: Developmental Disabilities (ADD), Office of Civil Rights, and
the Department of Health and Human Services are relatively unknown. The reasons for
this vary from one Indian community to the next. Toubbeh (1987) cited a number of these
barriers, including ineffective planning, jurisdictional problems, and inadequate financial
resources (p.4).

In the discussion of rehabilitation services for one Indian tribe, Morgan, Guy, Lee,
and Cellini (1986) explained why they think mainstream vocational rehabilitation for the
tribe in question has failed:

One reason is that the provision of vocational rehabilitation services to members of
racial or cultural minority groups (including American Indians) was not emphasized
until the early 70s. And since that time, rehabilitation programs and facilities have
done little to improve the employment prospects of diszbled Indian populations.
Another reason is that the rehabilitation movement has operated under the
assumption that jobs are available, and the process of rehabilitation involves
matching the disabled with suitable and available employment. This assumption
may not be true for American Indiars since the unemployment rate among the
140,000 Navajos residing in New Mexico, Utah, and Arizona has recentily been as
high as 75% (p. 25).

The authors also note that cultural differences is another important factor (Morgan et
al., 1986). The lack of culturally relevant programs has led to a breakdown in
communication and/or conflicts with values, lifestyles, and beliefs of the Indian clients.
Hammond (1971) also noted that the "remoteness of many Indian reservations from urbsn
areas and existing facilities and the low population density of rural reservations"” as
discouraging successtul rehabilitation efforts (p. 279). According to Hammond (1971),
these problems, plus the isolation of Indian reservations, are reasons why professional
[non-Indian] workers are reluctant to participate in rehabilitation programs on reservations.

Similar problems occur in the area of special education for Indian children with
disabilities. Ramirez and Smith (1978) of the Council for Exceptional Children stated that
the educational problems of Indian children are enormcus and that Indian children with
handicapping conditions have been denied access to the specialized services they require.
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As noted by the authors, part of the confusion in providing special education services stem
from the many different educational delivery systems--public, private, federal, and
community-controlled schools that exist on reservations. Financial incentives such as per
capita funds provide an impetus for serving handicapped children.

Services and resources for people with disabilities have been made possible through
federal state and grants, such as the Education for all Handicapped Act (P.L. 94-142);
Rehabilitation Act of 1973, as amended recenily; and the Carl D. Perkins Vocational
Education Act (P.L.. 98-524). The participation of handicappea children in BIA and
Indian-controlled schools was made possible by appropriation of special education funds to
the BIA from the U.S. Department of Education. The Rehabilitation Act and Vocational
Education Act also havs provisions for participation of Indian tribes.

Where services exist, there are also many gaps. For example, most availabie
services in Indian communities are for schnol age children and not adults or those who are
more severely disabled. In addition, when Indian youth with more severe disabilities reach
the age of 21, they must either leave the reservation for servicss or return home. Once
home, many regress because they are no longer in any training or educational , - 2grams
available to them near their homes. Important changes reflecting these problems can be g
seen through the establishment of three Indian vocational rehabilitation programs, the ’
Navajo, Shoshone-Bannock of Idaho, and Chippewa-Cree of Rocky Boy, Montana, which
attempt to deliver services within the context of their respective reservations.




SECTION II

ANALYSIS OF THE PREVALENCE OF DISABILITY AMONG
AMERICAN INDIANS: SCHOOL-BASED DATA

017

14




ANALYSIS OF THE PREVALENCE OF DISABILITY AMONG
AMERICAN INDIANS: SCHOOL-BASED DATA

The primary purpose of this study was to determine prevalence rates of handicapping
conditions among American Indian students. A secondary purpose was to compare such
prevalence rates with prevalence rates among other minority groups and among Whites.
This information is important in order to provide information relative to the future
rehabilitation needs of adults from this minority population.

Two data sources were used in this study. The first was the Fall, 1984, survey
conducted by the U.S. Department of Education, Office of Civil Rights. The second data
source used was 1986 enrollment data supplied by the U.S. Department of Interior, Burean
of Indian: Affairs.

Determining the prevalence of handicapping conditions among American Indian
students and comparing these prevalence rates to other minority groups and to the
population at large is a complex procedure. It would not be accurate to simply determine
prevalénce rates for the school population at large and assume identical prevalence rates for
American Indians. Numerous studies have shown that prevalence rates are different for
minority children than for White children. When the percentage of enrolled minority
. students is considered, disproportionately high and low identification rates have been found
for certain minority groups in certain handicapping conditions.

In addition, there are systematic differences in prevalence rates and patterns of
minority children across handicapping conditions, across sections of the United States, and
from state to state. For this reason, analyses of prevalence rates of American Indians and
other minorities should make individual states the unit of study, rather than considering data
only from the nation as a whole.

American Indian students attend both public schools and schools administered and
staffed by the Bureau of Indian Affairs, as well as private schools. According to the 1980
U.S. Bureau of the Census report, just over one half million American Indian children are
enrolled in schools in this country, with approximately 306,000 attending public schools.
This latter figure may be somewhat low, since the U.S. Office of Civil Rights, after
examining data from their 1984 survey, projected slightly over 400,000 Americar Indian
students in public schools in this country. In addition, slightly over 40,000 students attend
Bureau of Indian Affairs schools. Therefore, Bureau schools serve only 10%, plus or
minus 2%, of all American Indian students in the country (Cordova, 1987).

From this data, it can be seen that BIA data alone is insufficient for describing the
status of American Indians nationally, since only a small percentage of American Indian
students are educated in the BIA system. Therefore, in this study, public school data as
well as BIA data is analyzed. Data from all 50 states is analyzed in order to arrive at the
most accurate estimates of handicapping conditions among American Indian students
between the ages of 5 to 21 years in this country.

Source of Data

Two major sources of secondary data were used. A comprehensive survey of the
number of children served in public schools by handicapping condition was conducted by

the U.S. Department of Education, Office of Civil Rights, and enrollment data was available

from the U.S. Department of the Interior, Bureau of Indian Affairs. Therefore, data for this
study was obtained from the following two sources:
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1. The Fall, 1984, Elementary and Secondary Schools (E & S), U.S. Department of
Education, Office of Civil Rights, Survey.

2. Enrollment data for 1986 supplied by the U.S. Department of Interior, Bureau of
Indian Affairs.

all 1984 Elementary and Second chools

Office of Civil Rights Survey

An aanual survey of children with handicapping conditions in elementary and
secondary schools is required in order for the U. S. Department of Education, Office of
Civil Rights (OCR) to fulfill its responsibilities under Title VI of the Civil Rights Act of
1964, Title IX of the Education Amendments of 1972, and Section 504 of the Rehabilitation
Actof 1973. This survey has been administered since the 1967-1968 school year. The
latest data pool was used for this study and is from the 1984-1985 sample survey. The age
range could vary from 3-21 years to 5-21 years depending upon the state mandate for
services to children with handicapping conditions.

The OCR survey sample was selected from two levels: (a) district level survey entitled
ED 101, and (b) school level survey within selected districts entitled ED 102. The universe,
or population to which sample estimates are to be projected, consists of all public schools
(elementary and secondary) in the 50 states of the U. S. and Washington, D.C. The
sampling procedure consisted of two parts: (a) a stratified sample of districts based on size,
and (b) a random sampling within each stratum. School districts were the initial sampling
unit to be selected. First, thoy were stratified into two sizes. Those with enrollment greater
than or equal to 300 were in one group, while districts with less than 300 students were in
the other group. Sampling frames were generated for each stratum, and the districts were
randomly sampled within each stratum.

Next, the individual schools were selected utilizing a similar sampling procedure.
Individual schools within each sampling district were selected for inclusion in the sample.
All schools with an enrollment less than 100 were included. Schools with enrollment
greater than or equal to 100 were subjected to a dual sampling selection scheme. First, all
special education, vocational education, and disciplinary schools were automatically
included in the sample which was, in effect, a judgement sample. The rest were
alphabetically arrayed and every tenth element selected from the frame, until a quota of 100
schools was reached. This last procedure constituted a systematic subsample.

There were 2,250 districts drawn from a universe of 15,950 districts that had
enrollments of 300 or more. These selected districts contained 32,495 schools and
19,560,037 pupils. The second stratum (districts with enrollments less than 300) resulted
in 1,260 districts being sampled from a total of 15,950 districts. These districts contained
1,437 schools and 155,833 students.

The following items of information were provided in the OCR survey data: (a) state
name, (b) number of district; in the sample, and (c) number of schools within districts in the
sample. In addition, the district summary report included the name and address of each
district, as well as the number of schools contained therein.

Information in the OCR report was provided as subtotals for 5 types of categories:



1. Racial/ethnic subcategories, including:

(a) American Indian
(b) Asian

(c) Hispanic

(d) Black

(e) White

2. Special education subcategories, including:

(a) educable mentally retarded

(b) trainable mentally retarded

(c) speech impaired

(d} seriously emotionally disturbed
(e) specific learning disabilities

3. Sex
4. Limited English proficiency data (in the district summary reports only)

5. Student enrollment in home economics, industrial art, and physical education classes
(in the district summary reports only).

In addition to reported values (actual counts from the survey itself), OCR reported
projected values. The reported values were used to generate the projected values. For
example, the total number of American Indians enrolled in public schools in the nation was
projected from the number of American Indians reported in the survey. Projections were
calculated for all variables for which the survey provided observed (reported) data. Both
reported OCR data (actual data from the survey sample) and projected OCR data (OCR
projections calculated from reported data) are discussed in this report. Additional
projections are made using a variety of data and were generated specifically for this report.

In determining projected values, OCR used the school or the district as the initial unit
. of analysis. The inflation or weighting factor (by which each sample value was multiplied
: in order to obtain the projected value) was the inverse of the probability of inclusion in the
’ sample. This factor needed to be increased upward to allow for missing and/or non-
response districts originally selected (e.g., total eligible districts for the sample exceeded
total actual respondexit districts due to non-response). Therefore, the inflation factor needed
to be increased so as not to understate the prcjected values.

The original sampling design depended upon the inclusion of districts that served as
clusters containing more than 100 schools from which selected schools could be sub-
sampled if they so chose. All special education schools within each district were to be
included automatically. The remaining schools within each district were to be considered a
systematic sample, with every tenth element drawn from an alphabetized frame.

Of the 40 districts included i» the final sample survey, only five proceeded to sample
through the self-selection process. The weighting factor for self-selected districts was
slightly altered. In their case, the wexghung factor for the systematic sub-sample (non-
special education schools) was the ratio of the total number of schools in the district divided
by the number of schools in the systematic sub-sample.

’;- - 30
. ERIC 17




The special education school data was then added on directly after inflation by the
above weighting factor. All of the above projections were aggregated and then compared
side-by-side with the computed universe parameters of the corresponding 1984 survey.
This demonstrated the relative closeness, or accuracy, of the projection-weighting scheme in
arriving at universe totals.

BIA liment Da

The U.S. Department of Interior, Bureau of Indian Affairs (BIA) provided data on
school-age children enrolled in BIA schools. This data was from students in BIA schools
aged 5 through 21, was based on a child count conducted in the last week of September,
1986, and incorporated adjustments made by the schools as of October 22, 1986. The
Bureau reorganized the enrollment data in order to show enrollments in all handicapping
conditions in each of the 19 states in which the BIA maintains schools and has identified
students who are handicapped The total enrollments of £ merican Indian children in BIA
schools were also supplied. Data from the following states was analyzed:

Arizona
Califomia
Florida
Idaho
Iowa
Mississippi
Maine

Minnesota
Montana

10. New Mexico
11. North Carolina
12. North Dakota
13. Oklahoma
14. Oregon

15 South Dakota
16. Utah

17. Wyoming
18. Washington
19. Wisconsin

(There are also BIA schools in Kansas, Louisiana, Michigan, and Nevada. However,
BIA schools in these states serve state recognized tribes. Therefore, these schools receive
no BIA funds and these children are represented in the OCR data, rather than the BIA data.)

Comparing BIA and OCR Data

Although the data are similar, there are differences between the BIA and OCR data.
First, the BIA data represents an actual count of all students in the 19 states listed above
who were students in BIA schools. The OCR data, on the other hand, was not derived
from surveying ail schools in the U.S., but was instead derived from a sample of American
schools as described earlier in this section.
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Another difference relates to the categories of handicapping conditions represented in
the two sets of data. The OCR data listed the following handicapping conditions:

kb i i

educable mentally retarded
trainable mentally retarded
speech impaired

seriously emotionally disturbed
specific learning disabled

The BIA data, on the other hand, reported prevalence by categories that more closely
parallel the P.L. 94-142 categories. The data was further broken down into full-time versus
part-time placement. Full-time placement was defined as a placement in which the student
spends 60% or more of his or her time in special education, while a part-time placement was
defined as placement in which the student spends less than 60% of his or her time in special
education. Full-time placements were reported for the following categories of handicapping
conditions:

PRANRLD

deaf

blind

severely multi-handicapped
severely/profoundly retarded
severely emotionally disturbed
specific learning disabled
mentally retarded

residential handicapped

Part-time placements were reported for the following categories:

1
2
3
4.
S.
6.
7
8
9.
1

emotionally disturbed
specific learning disabled
mentally retarded
multi-handicapped

hard of hearing

visuaily handicapped
orthopedically impaired
other health impaired
speech impaired

0. residential handicapped

By combining figures from the full-time and part-time categories, the following total
categories were generated:

AN U S ke

deaf and hard of hearing

blind and visually handicapped

multi-handicapped (combination of severely multi-handicapped and multi-
handicapped)

mentally retarded (combination of severely/profoundly retarded and mentally-
retarded)

seriously emotionally disturbed (combination of severely emotionally
disturbed and emotionally disturbed)

specific learning disabled

32
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The OCR data did not include prevalence rates for the low incidence handicapping
conditions. This was not judged to be a major problem, however, since relatively small
numbers of children fall into these categories, and since prevalence rates for these conditions
were made available by the BIA from their schools.

A third difference in the two data sets used for this study is that the OCR data was
obtained from a non-duplicated count for all categories. That is, any given handicapped
child can appear in.one and only one category. In the BIA data, on the other hand, some of
the students in the speech impaired category and all of the students in the residential
handicapped category were also counted in one other category. This artificially inflated the
numbers and calculated percentages in the BIA data. The degree of inflation can be
appreciated by comparing the BIA count which employs duplication, with a count of total
actual students (non-duplicated). Although the official' BIA count (conducted for the Indian
Schools Egnalization Programs) showed a total of 6,816 students with handicapping
conditions, the BIA advises that there are only 5,400 individual students. The difference
between these two figures is due to the duplication process explained above for students
with speech impairments and residentially placed students..

Non-duplicated counts are available from the U.S. Department of Education since the
BIA is required to file a P.L. 94-142 report and since that report must be non-duplicated for
all categories. However, it was decided to use the duplicated counts supplied by the BIA
for the following reasons:

1. The BIA indicated their ability and willingness to reorganize their duplicated count
by state. This made it possible to examine the prevalence of handicapping conditions by
individual state. The BIA indicated that it would not be possible to reorganize non-
duplicated P.L.. 94-142 counts by state. Thus, if this data were used, no state level
breakdown would be possible.

2. Although duplicated counts and prevalence percentages calculated from them
would be inflated, the need for services might better be reflected in duplicated counts, since
a given individual with a speech impairment who is also learning disabled would need two
very different types of rehabilitation services. Thus, the duplication of the count of
individuals in the speech impaired category might actually be more valuable for purposes of
planning future rehabilitation services than would non-duplicated counts.

Data from the BIA, therefore, should not be interpreted as accurate counts of absolute
numbers within each category.

Data Limitations. The major limitation of the current data se:s is that the specific
handicapping conditions identified by OCR and BIA are different in many cases. Therefore,
it is difficult to compare results from the two data pools directly, as well as to make uniform
projections based on a common set of special education categories.

For one thing, the BIA subtotals of "speech impaired" turn out to be spuriously high.
This is due to a "double counting"; that is, the BIA counts any student who gets speech
therapy as "speech impaired”, even if such a student is also already categorized in some
other special education category.

This absence of a common set of specific handicapping conditions, as well as lack of
reliable population parameter benchmarks, hinders development of statistical projections.




Results

The results are organized as follows:

1. Descriptive data from the OCR survey and from the statistics reported by the BIA
on the number and percentages of American Indians with handicapping conditions nationally
are piesented.

2. Projections from sample data to the total population of the total number of
American Indians with handicapping conditions nationally are presented.

3. OCR and BIA data by individual states and/or Federal Regions are presented.
Both reported and projected data are used.

4. Data comparing ethnic groups are presented, both for the nation as a whole and by
individual states.

Descriptive Data from OCR Survey and From
BIA Enrollments

Table 1 lists the number of American Indians and the percentage of the total American
Indian enrollment in each handicapping condition for the total United States. - These
numbers were listed in, and the percentages were generated from, the OCR Report. The
percentages and numbers are presented graphically in Figure 1.

Table 1

Number of American Indians by Handicapping Condition and Percentage of
Total American Indian E:xrollment

Disability n %
Learning Disabled 7669 5.28
Speech Impaired 3391 2.33
Educable Mentally Retarded 1954 1.34
Seriously Emotionally Disturbed 880 .61
Trainable Mentally Retarded 461 32

Total American Indians in Sample. . .. 145,331




Figure 1
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Table 2 lists data for the BIA Schools in the 19 states for which the BIA supplied such
data. These numbers involved duplicated counts for students with speech impairments and
students in residential placement. The category of residential handicapped has a negligible
effect, however, since only 37 students are so categorized. However, the speech impaired
category is the second largest in the BIA and, therefore, has a major effect on the data
presented in Table 2.

Inspection of Table 2 shows a total of 6,816 special education students enrolled in the
BIA schools. However, the BIA advises that there are only approximately 5,400 individual
special education students. This difference of more than 1,400 students causes a major
revision of the tabled value of 16.89% or 17.42% of all BIA students classified as

handicapped to a corrected figure of 13.39% or 13.91% (the lower of these figures is

calculated without adding the 209 institutionalized American Indians with handicapping
conditions sent from BIA schools to specialized settings, the higher figure takes these
students into consideration).

Table 2

Number and Percentage of Total Enrollment in BIA Schools for Each
Handicapping Condition

BIA Enrollment N %

Full Time
Deaf 4 .01
Blind 2 .005
Severely Multi-Handicapped 103 .26
Severely/Profoundly Retarded 30 .07
Seriously Emotionally Disturbed 134 .33
Specific Learning Disabled 963 2.39
Mentally Retarded 311 a7
Residential Handicapped 11 .03

Part-Time
Emotionally Disturbed 129 32
Specific Learning Disabled 2,553 6.33
Mentally Retarded 77 .19
Multi-Handicapped 52 13
Hard of Hearing 16 .04
Visually Handicapped 6 .01
Orthopedically Impaired 26 .06
Other Health Impaired 58 14
Speech Impaired 2,315 5.74
Residential Handicapped 26 .06




Table 2. (Continued)

Number and Percentage of Total Enrollinent in BIA Schools for Each
Handicapping Condition

|
BIA Enrollment N %
Fuil-Time/Part Time Combined |
Mentally Retarded 418 1.04 |
Specific Learning Disabled 3,516 8.72 5
Seriously Emotionally Disturbed 263 .65
Multi-Handicapped 155 .38
Hearing Impaired 20 .05
Visually Impaired 8 .02
Orthopedically Impaired 26 .06
: Other Health Impaired 58 .14
; Speech Impaired 2,315 5.74
: Residential Handicapped 37 .09
Total Part-Time/Full-Time 6,816 16.89
Total Epecial Education (including 209
Institutionalized) 7,025 17.42
Total BIA Enrollment 40,322

The Bureau of Indian Affairs was not able to specify precisely where the duplicated
counts occurred. However, they do make P.L. 94-142 counts to the U.S. Department of
Education. This data is non-duplicated for all categories. The data as of October 1, 1985,
(the year prior to the one studied for this report) indicated the following enrollments in

&
R

special education:
1. Learning Disabled 3,057
2. Speech Impaired 1,250
3. Mentally Retarded 502
4. Emotionally Disturbed 257
5. Hard of Hearing and Deaf 31
6. Multi-handicapped 195
7. Orthopedically Impaired 31
8. Other Health Impaired 28
9. Visually Handicapped 13
10. Deaf-blind 0
11. All conditions 5,364

Comparirg this non-duplicated data for 1985 with the duplicated counts for 1986 in
Table 2 leads to the conclusion that the bulk of the duplication probably involves the two

categories of speech impairment and learning disabilities.
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Table 3 is an attempt to provide a comparison of OCR survey percentages for
American Indians in each category, BIA percentages in each category, and percentages in
each category for the U.S. population as a whole. Not all categories of handicapping
conditions list three percentages since the categories in each of the three data sets are not
identical. BIA percentages were computed using a total enrollment figure of 40,322; OCR
percentages were computed-using a total enrollment figure of 145,331 American Indians
surveyed. The percentages served in public schools for the U.S. population as a whole
during 1984-1985 were computed from numbers in the Eighth Annual Report to Congress
(U.S. Departinent of Education, 1986) and are numbers reported by states. Percentages
were calculated using a national enrollment figure of 38,925,000 given in the same report.

Table 3

Comparison of Percentages by Handicapping Condition from OCR, BIA,
and U.S. Population Data

Category BIA % OCR % U.S.%
Mentally Retarded 1.04 1.66 1.84
Specific Learning Disabled 8.72 5.28 4.73
Seriously Emotionally Disturbed .65 .61 96
Multi-Handicapped - .38 .18
Hearing Impaired .05 18
Visually Impaired .02 .08
Orthopedically Impaired .06 15
Other Health Impaired .14 .18
Speech Impair 5.74 2.33 2.90
Deaf-Blind .005
Residential Handicapped .09
Total Special Education 16.89 9.88 11.20

Inspection of these tables reveals that when comparing American Indians to the U.S.
population at large, a larger percentage of American Indians in some but not all
handicapping conditions was found. Categories in which either BIA or OCR data reveals a
greater percentage of American Indians than the percentage for the U.S. population at large
includes specific learning disabilities in both BIA and OCR data, speech impaired in the BIA
data, and muli-handicapped in the BIA data. The most striking disparity is the area of the
learning disabilities, where 8.72% of BIA students are classified learning disabled compared
to 5.28% of American Indians in the OCR survey of public schools, and 4.73% of the U.S.
school population at large.

There is also a disparity between the total percentage of American Indians classified in
all of the handicapping conditions by the BIA (16.89%) and the percentage (11.20%)
reported for the U.S. school population at large. The figure for the OCR data (9.88%) is
not directly comparable since it includes only four handicapping conditions. A more
comparable percentage can be calculated by calculating percentages for the U.S. population
at large and for the BIA, aggregated across only those four categories also reported in the
OCR data (mentally retarded, specific learning disabled, seriously emotionally disturbed,
and speech impaired). The percentage for the U.S. population at large is 10.42%,
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compared to 9.88% for American Indians in the OCR-surveyed public schools, and 16.15%
for the RIA schools.

Discussion. There are differing prevalence rates among American Indians in BIA
schools, American Indians in public schools, and prevalence rates in the public school
population at large. The lower prevalence rates among American Indians in public schools
than among the public school population at large found in the OCR survey is unexpected,
since the lower socioeconomiC status of Americun Indians, as well as less desirable
environmental conditions, would suggest a higher prevalence among American Indians.

Prevalence rates in the BIA were compared with prevalence rates among the school
population at large as measured by the OCR survey. It was found that the BIA identifies a
higher percentage of students than is identified in the school population at large.

No judgement concerning the appropriateness of these figures and discrepancies can
be made, however, since there are no scientifically derived conclusions available conceming
the "real" prevalence of these conditions among American Indians..

Inspection of Tables 1, 2, and 3 reveals that the largest part of the discrepancy among
the BIA, the OCR, and the school popuiation at large is accounted for by the categories of
learning disabilities and speech impairment. These categories may be spuriously high for
the BIA, however, since their count in the area of speech impairment is a duplicated count.
That s, the BIA counts any student who receives speech therapy as speech impaired, even
though that student may also be classified and counted in some other category such as
learning disabilities. It does appear, however, that leaming disabilities are identified more
frequently among American Indians than in the school population at large, and more
frequently among children in the BIA schools than among American Indians surveyed for
gé §)CR study (a random sample of public schools located in all 50 states and Washington,

Categories in which the percentage for American Indians in RIA or OCR data is
smaller than that for the population at large includes the mentally retarded in both BIA and
OCR data, seriously emotionally disturbed in both BIA and OCR data, and hearing
impaired, visually impaired, orthopedically impaired, and other health impaired in BIA data.
The category of seriously emotionally disturbed in the BIA data is .65% and the OCR data
61% as compared to .95% for the population at large.

The smaller percentages in the BIA data than in the data for the nation at large in the
areas of hearing impaired, visually impaired, orthopedically impaired, and other health
impaired is also apparent. These are categories in which conditions on the reservation
would suggest a higher, rather than a lower, prevalence than in the population at large. For
example, it has been reported that among Native Americans, Alaska Natives, and Canadian
Eskimos, there is an average prevalence rate of otitis media (caused by frequent middle ear
infections and often leading to hearing impairment) of 20 to 70% (McShane and Mitchell,
1979; Northern, 1976). Weit (1979) suggests that otitis media is about fifteen times more
common among Native Americans than among Anglos and suggests socioeconomic
conditions, medical care, immune deficiencies, and eustachian tube dysfunctions as possible
causes for the disparity. Given such estimates, it is unusual to find such low prevalence
rates for hearing impairment in BIA schools.

an her Projections

On the basis of the figures compiled from the OCR survey sample, projections were
made by OCR to the entire U.S. population. Projected data was calculated by multiplying
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the school or district level data elements by the corresponding district's sample weight and
then aggregating to the required state or national level. Data reported from districts whose
schools were subsampled was first weighted by calculating the total number of actual
regular schools divided by the number of subsampled regular schools. Table 4 presents the
OCR projections of the total numbter of American Indians with handicapping conditions in
the United States for each handicapping condition, along with the BIA actual counts for each
of these same categories.

Table 4

OCR Projected Prevalence of Handicapping Conditions Among American
Indians and Actual BIA Counfs for Analagous Categories

OCR BIA Total Proj.

Category N N N

Educabie Mentally Retarded 4,963 77 5,040
Trainable Mentally Retarded 991 311 1,302
Speech Impaired 8,948 2,315 11,263
Seriously Emotionally Disturbed 1,853 263 2,116
Specific Learning Disabled 18,881 3,516 22,397
Total 35,636 6,482 42,118

Examination of these numbers shows that approximately 22,397 learning disabled,
11,263 speech impaired, 5,040 mildly retarded, 1,302 moderately retarded, and 2,116
seriously emotionally disturbed American Indians will be exiting BIA or public schools in
the U.S. during the next twelve years.

Table 5 shows frequencies and percentages of other low incidence handicapping
conditions among children in BIA schools. These conditions were not counted or projected
in the OCR survey. The percentages can be projected from the BIA data to the Amer'~»n
Indian enrollment in public schools across the country (projected by OCR to be 364,. 13).
Actual enroliments for these conditions in BIA schools are quite smail and projections made
from such small numbers are likely to be inaccurate. With these cautions, Table 5 presents
BIA frequencies and projections of BIA frequencies to the national American Indian
enrollment in public schools for the low incidence handicapping conditions.
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Table 3

BIA Enrollments and Projections of BIA Enrollments for Low-Incidence
Handicapping Conditions to American Indians Enrolled in Public Schools

BIA BIA  Proj.
N

Category N % N
Multi-Handicapped 155 38 1,384
Hearing Impaired 20 05 182
Visually Impaired 8 .02 73
Orthopedically Impaired 26 .06 218
Other Health Impaired 58 14 510
Total 267 .65 2,367

Table 5 provides an indication of the number of American Indians in low incidence
handicapping conditions in the U.S. These students will be exiting the schoc system and in
need of rehabilitation services over the next twelve years. By combining totals from Tables
4 and 5, the total number of projected American Indians with handicapping conditions in
BIA and in public schools in this country in both high incidence and low incidence
handicapping conditions is 44,485 children.

Individual State Data

"Table 6 presents the percentage of American Indians in each state and Washington,
DC., who were classified into any category of special education treated in the OCR survey.
These percentages are obtained by summing over all categories and dividing by each state's
total American Indian enrollment in those schools surveyed (Surv. A.L.). This is not to be
confused with the total American Indian enrollment in each state. Those figures have been
projected by OCR and are also included in Table 6 (Tot. Proj. A.L). Also presented in
Table 6 is a category entitled Total Projected Handicapped American Indians (Tot. Proj.
H.A.L). These numbers were calculated by the authors by adding OCR projections for
each state across categories of educable mentally retarded, trainable mentally retarded,
speech impaired, and seriously emotionally disturbed.
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Table 6

Percentage of American Indians by State Enrolled in Special Education,
Number of American Indians Surveyed, Total Projected American Indian
Enrollment, and Total Projected Handicapped American Indians

Tot. Tot.
State % Surv. Proj. Proj.
AL AL HA.L

Alabama 5.82 2,371 7,740 452
Alaska 13.20 9,982 20,157 2,571
Arizona 9.62 17,187 58,270 4,781
Arkansas 9.29 226 447 40
California 6.40 10,914 27,393 1,61¢
Colorado 5.42 2,216 2,985 161
Connecticut 2.52 436 1,084 37
Delaware 13.13 99 125 18
D.C. 0.00 34 34 0
Florida 5.29 1,513 1,909 95
Georgia 2.55 275 418 7
Hawaii 4.20 429 432 18
Idaho 12.58 1,613 - 2,553 295
Illinois 13.25 845 1,556 286
Indiana 1.27 471 1,152 10
Iowa 11.00 673 1,076 124
Kansas 8.40 1,564 3,453 305
Kentucky 5.41 74 106 6
Louisiana 5.05 555 775 37
Maine 15.34 163 320 44
Maryland 9.95 784 806 79
Massachusetts 59 508 753 2
Michigan 5.39 2,989 1,6575 907
Minnesota , 15.23 4,485 9,832 1,972
Mississippi 4.71 191 313 13
Missouri 8.22 304 641 45
Montana 11.81 5,749 21,241 2,662
Nebraska 14.17 1,016 1,482 179
Nevada 8.90 2,145 3,536 248
New Hampshire 7.50 40 55 3
New Jersey 3.95 354 899 o7
New Mexico 8.86 14,590 24,057 2,377
New York 5.76 1,111 3,034 119
North Carolina 11.48 14,549 33,468 3,859
North Dakota 15.71 3,265 7,089 1,040
Ohio 3.15 667 1,944 82
Oklahoma 9.59 17295 58,945 6,032
Oregon 11.94 3141 6,346 738
Pennsylvania 12.31 528 1,495 139
Rhode Island 10.32 310 446 61
South Caroiina 10.64 329 1,210 179
South Dakota 12.92 3909 7,545 909
Tennessee 11.40 193 301 36

et
A
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Table 6 (Continued)

Percentage of American Indians by State Enrolled in Special Education,
Number of American Indians Surveyed, Total Projected American Indian |
Enroliment, and Total Projected Handicapped American Indians |

Tot. Tot.

State % Surv. Proj. Proj.
AL Al HAIL

Texas 6.52 1870 3,561 239
Utah . 11.22 2737 4,281 558
Vermont 12.82 39 92 12 }
Virginia 8.47 602 820 61 ;}
Washington 9.34 6,743 13,553 1,203 :
West Virginia 11.76 51 70 6 :
Wisconsin 9.13 2,277 6,262 600 ‘
Wyoming 13.04 920 1,676 236
Totals 145,331 364,313 35,636 |

Upon inspection of Table 6, it is apparent that the percentage of American Indians ‘
classified as handicapped varies greatly from state to state. This figure varies from a high of 1
15.71% in North Dakota to lows of .59% in Massachusetts and 0% in Washington, DC. It

is also apparent from the actual frequencies of American Indians with kandicapping

conditions that there are concentrations of American Indian special education students in

certain states roughly corresponding to the states with the highest total population of

American Indians. There are 28 states who have at least 100 nrojected American Indians

with handicapping conditions. Listed alphabetically, they are the following:

Table 7 shows the total number of American Indians with handicapping conditions for
the 15 states with at least 500 American Indian special education studen’s. The 15 states are
listed from the highest to the lowest number of students.

-
Alabama New Mexico }
Alaska New York |
Arizona Noith Carolina |
California North Dakota |
Colorado Oklahoma |
Idaho Oregon |
Hlinois Pennsylvania |
Towa South Carolina ‘
Kansas South Dakota
Michigan Texas ‘
Minnesota Utah |
Montana Washington |
Nebraska Wisconsin ‘
Nevada Wyoming |
|




Table 7

The 15 States Projected to Have At Least 500 Handicapped American
Indians in Public Schools

State N
1. Oklahoma 6,032
2. Arizona 4,781
3. North Carolina 3,859
4, Montana 2,662
5. Alaska 2,571
6. New Mexico 2,377
7. Minnesota 1,972
8. California 1,616
9. Washington 1,203
10. North Dakota 1,040
11. South Dakota 909
12. Michigan 907
13. Oregon 738
14. Wisconsin 600
15. Utah 558
Total 31,825

It can be seen that these 15 states account for almost 90% (89.30%) of all projected
American Indians with handicapping conditions in the five OCR categories (EMR, TMR,
SI, SED, LD) in the nation's public schools. With the exception of North Carolina, it can
be seen that these states are located in the West and Midwest sections of the country.

Table 8 presents the state by state analysis of the BIA enrollment data. (This data
permits duplicated counts of students in the speech impaired category.)
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Table 8

Percentage of BIA Students Identified as Handicapped
and Total BIA Enrollment by State

Total BIA
State % State Enrollment

Arizona 12.00 12,712
California 3.55 592
Florida 17.00 100
Idaho 26.88 93
TIowa 14.86 74
Maine 13.29 316
Minnesota 42.17 600
Mississippi 23.71 1,126
Montana 21.18 340
New Mexico 16.58 8,693
North Carolina 14.90 946
North Dakota 18.92 3,346
Oklahoma 14.92 505
Oregon 23.52 557
South Dakota 19.83 9,119
Utah 28.89 225
Washington 27.34 267
Wisconsin 36.18 304
Wyoming 16.15 322

Total 40,322

Again, percentages of students identified as handicapped varies greatly by state. Table
3 shows that 16.89% of BIA students nationally are classified as handicapped. However,

percentages vary across states from 42.17% in Minnesota to 3.55% in California.

Table 9 presents the percentages of American Indians in each category for each state
from the OCR data. These percentages were calculated by dividing the total number of
American Indian students found in each category by the total number of American Indian
students enrolled in that state.




Table 9

. Percentage of American Indians by Handicapping Condition by State and

; Number of American Indians in Surveyed Schools

: Total AL

State EMR TMR SI SED LD Surveyed

: Alabama 1.86 34 1.81 17 1.64 2,371

. Alaska 45 .63 3.36 30 8.47 9,982

: Arizona 86 42 1.56 1.00 5.78 17,187

% Arkansas 44 0.00 1.33 0.00 7.52 226

California 30 .07 1.70 .10 4.22 10,914

Colorado 63 14 a7 99 2.89 2,216

! Connecticut 0.00 0.00 .69 .69 1.15 436

i Delaware 0.00 0.00 2.02 0.00 11.11 99
D.C. 0.00 0.00 0.00 0.00 0.00 34 '
Florida 20 46 1.39 .66 2.58 1,513 :
Georgia 36 0.00 1.82 0.0 26 275 :

: Hawaii 0.00 0.00 47 47 325 429 :

3 Idaho 1.80 43 2.36 0.00 8.00 1,613 :

‘ Illinois 83 24 3.79 95 7.46 845
Indiana .64 0.00 21 0.00 42 471
TIowa 2.08 30 - .59 1.34 6.69 673
Kansas 83 38 2.37 1.09 371 1,564
Kentucky 1.35 0.00 2.70 0.00 1.35 74
Louisiana 90 18 1.44 .54 1.98 555
Maine 3.07 61 3.68 1.23 6.75 163

v Maryland 38 a7 2.04 .64 6.12 : 784

: Massachusetts 20 0.00 0.00 0.00 39 508

Michigan 1.10 13 97 37 2.31 2,989
Minnesota 2.45 45 3.46 2.76 6.11 4,485
Mississippi 52 52 2.09 0.00 1.57 191
Missouri 99 0.00 1.64 99 4.61 3
Montana 1.04 38 343 47 6.49 5,749
Nebraska 2.76 39 3.15 2.07 5.81 1,016
Nevada .65 .09 1.96 .09 6.11 2,145
New Hampshire 0.00 0.00 0.00 0.00 7.50 40
New Jersey 0.00 28 .56 1.13 - 1.98 354
New Mexico 1.14 25 1.54 41 5.53 14,590
New York 2.25 45 45 45 2.16 1,111
North Carolina 3.84 38 2.01 .19 5.07 14,549

L North Dakota 1.93 25 6.09 .89 6.55 3,265

. Ohio 90 0.00 1.20 30 75 667

. Oklahoma 1.34 .30 3.32 .09 4.53 17,295

3 Oregon 35 35 3.31 .96 6.97 3,141

: Pennsylvania 265 19 1.70 95 6.82 528

Y Rhode Island 1.29 32 1.29 0.00 742 315

; South Carolina 3.34 30 3.65 91 243 329

: 7 uth Dakota 2.00 Sl 5.55 Sl 4.35 3,909

. Tennessee 1.04 0.00 2.07 52 1.77 193

: Texas 37 21 1.82 37 3.74 1,870

: Utah 1.02 .18 1.68 3.22 5.12 2,737
Vermmont 5.13 0.00 2.56 2.56 2.56 39




Table 9 (Continued)

Percentage of American Indians by Handicapping Condition by State and
Number of American Indians in Surveyed Schools

Total AL
State EMR TMR SI SED LD Surveyed
Virginia .83 0.00 1.83 S50 5.32 602
Washington 1.33 22 1.07 .68 6.04 6,743
West Virginia 0.00 1.96 0.00 3.92 5.88 51
Wisconsin 1.19 18 2.37 1.58 3.82 2271
Wyoming 54 22 2.72 98 3.59 920

Figure 3 presents this data graphically by selected state and federal region.
Figure 3

Percentage of American Indian Special Education Population for the Top 15
States by Handicapping Condition within Totai American Indian Sample
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The prevalence rates in the various handicapping conditions vary greatly from state to
state. Leaming disabilities is the category in which most states have classified the largest
percentage of their American Indian students. An unanticipated finding is the extremely

small percentage of American Indians classified as educable or trainable mentally retarded in
many states. California, for example, classifits only .37% of its American Indians in these
two categories. This is somewhat surprising, since the most conservative experts estimate

that the prevalence of mental retardation in the United States is at least 1% (Cegelka &
Prehm, 1982). It would be reasonable to expect a higher percentage among American
Indians given their lower socioeconomic levels. This phenomenon of extremely small

percentages in the two categories of EMR and TMR along with extremely high percentages

in the LD category can be observed in'many, though not all, states.

Appendix B-1 provides a list of the OCR projected numbers of American Indians in
each state for each of the handicapping conditions.

Table 10 presents the percentages of BIA students in each of the handicappiug

conditions by state. The percentages were calculated from data supplied by the BIA. This
data ailows duplicated counts for students in the categories of speech impaired and
residential handicapped.

Table 10

Percentage of Students in BIA Schools in Each State in Each Handicapping
Condition and Total Number Enrolled in Each State.

State % by Category
MR LD SED MH HI VI 0] OHI SI RH Tot. En,

AZ 1 7.58 40 52 04 02 02 A5 257
CA 0.00 3.04 S51 000 000 000 000 000 000
FL 1.00 1600 000 000 0.00 0.00 0.00 0.00 0.00

1613 2.16 000 000 0.00 0.00 000 645

676 135 000 000 0.00 0.00 000 6.76

11.19  0.00 44 A8 .09 .18 09 1021
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Table 10 (Continued)

Percentage of Students in BIA Schools in Each State in Each Handicapping
Condition and Total Number Enrolled in Each State.

State % by Category

MR LD SED MH H VI Ol OH SI RH  Tot En.

ME 254 570 1.59 32 000 32 000 000 285 0.0 316
MN 17 3083 150 000 000 000 0.00 1.83 7.83 0.0 600
MO 29 1147 .29 S9 000 000 000 000 853 0.00 340
NM 142 9.56 41 67 07 04 .09 05 4.29 09 8,693
NC 1.80 6.66 74 32 21 000 42 J1 465  0.00 946
ND 1.20 568 135 30 03 000 000 000 1037 0.0 3,346
oK 204 347 Jd7 000 000 000 000 000 424 0.0 590
OR 269 8.26 36 36 000 000 .18 90 10.77 54 557
SD .86 3.84 91 02 03 000 .09 J8 892  0.00 9,119
uT 133 1644 .89 000 000 900 0.00 0.00 1022 0.0 225
WA 299 1049 J5 0 225 37 0.00 0.00 A7 1011 0.00 267
WI 98 1776 460 000 000 000 0.00 000 1283 0.00 304
wY  0.00 808 000 000 000 000 000 000 8.07 0.00 322

Appendix B-2 presents the numbers of BIA students in each of the handicapping
conditions by state.

Table 11 combines the number of American Indian children with handicapping
conditions identified by both the BIA and OCR databases. The projected number of ’
American Indians in each category of handicapping condition was calculated by adding OCR :
projected frequencies to actual counts supplied hy the BIA.

Table 11

Projected Frequency of American Indians by Handicapping Condition by
State and Total Projected American Indian Enroliinent by State

Tot. AL.  Tot. Al

State EMR TMR SI SED LD Handi. Enrolled 1
Alabama 140 31 135 13 133 452 7.740
Alaska 115 82 650 55 1,669 2,57 20,157
Arizona 384 263 1,012 558 3,991 6,208 70,982

) Arkansas 2 0 8 0 30 40 447

) Califomnia 51 23 397 33 1,133 1,637 27,985

: Colorado 16 3 23 31 88 161 2,985

" Connecticut 0 0 6 4 27 37 1,084

5 Deluware: 0 0 5 0 13 18 125

: D.C. 0 0 0 0 0 0 34

: Florida 4 10 25 11 62 112 2,009

A Georgia 10 5 0 1 7 418

o Hawaii 0 0 2 2 14 18 432
Idaho 46 9 67 2 196 320 2,646




Table 11 (Continued)

Projected Frequency of American Indians by Handicapping Condition by
State and Total Projected American Indian Enrollment by State

Tot. AL. Tot. AL

State EMR TMR SI SED LD Handi. Enrolled

Illinois 31 2 73 16 164 286 1,556
Indiana 3 0 2 0 5 10 1,152
Towa 26 2 9 13 85 135 1,150
Kansas 31 10 95 22 147 305 3,453
Kentucky 2 0 2 0 2 6 106
Louisiana 8 1 10 3 15 37 775
Maine 18 5 20 13 28 84 636
Maryland 3 6 16 6 48 79 806
Massachusetts 1 0 0 0 1 2 753
Michigan 222 6 150 57 472 907 16,575
Minnesota 288 28 605 216 1,077 2,214 10,432
Mississippi 3 16 121 0 129 269 1439
Missouri 4 0 9 7 25 45 641
Montana 181 58 964 77 1,452 2,732 21,581
Nebraska 33 4 42 25 75 179 1,482
Nevada 24 2 85 2 235 348 3,536
New Hampshire 0 0 0 0 3 3 55
New Jcrsey 0 7 6 4 20 37 899
News Mexico 275 168 739 155 2,392 3,729 32,750
New York 25 5 5 20 64 119 3,034
Nortia Carolina 1,323 148 711 60 1,747 3,989 34,414
North Dakota 151 35 714 87 675 1662 10435
Chio 38 0 37 2 5 82 1,944
Oklahama 954 151 2,336 29 2,650 6,120 59,535
Oregon 18 30 255 52 506 861 6,903
Pennsylvania 61 1 9 5 63 139 1,495
Rhod: island 8 2 9 0 42 61 446
South Carolina 87 9 39 7 37 179 1,210
South Dakota X 97 1,236 110 1,109 2,675 16,664
Tennessee 3 0 6 1 26 36 301
Texas 10 18 55 18 138 239 3,561
Utah 59 7 98 174 285 623 4,506
Vermont 3 0 1 4 4 12 92
Virginia 7 0 13 3 38 61 820
Washington 165 31 166 68 838 1,268 13,820
West Virginia 0 1 0 2 3 6 70
Wisconsin 88 29 216 131 246 710 6,566
Wyoming 5 2 74 18 189 288 1,998
Total Proj. 5040 1302 11,263 2116 22,397 42,118 404,635

Figure 4 presents this data graphically by selc 1 state and federal region.
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Figure 4

Projected Numbers of American Indian Special Education
Students for 21 States by Handicapping Condition
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Inspection of Table 11 reveals that a total of 37,906 out of the total of 42,118
American Indians with trandicapping conditions in the nation (90%) attend public or BIA
schools from the 15 states with an Aw.erican Indian student enrollment of 500 or more.
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However, a limited number of categories of handicapping conditions are portrayed in
Table 11 The categories of multi-handicapped, hearing impaired, visually impaired,
orthopedically impaired, and other health impaired are not listed, since they were not
included in the OCR survey (percentages for these categories in the BIA data are .38, .05,
02, .06, and .14, respectively). Table S presented the projections to public schools using
the OCR projected American Indian enrollment of 364,313. This resulted in projected
cra:llmscnt of 2,367 ottained by multiplying each of the above five percentages times
364,313.

It is not possible to make state projections for these low-incidence handicapping
conditions by using the BIA percentages for each state, since only 19 states are included in
BIA data. Itispossible, however, to display national projections.

Table 12 presents total national projections. These projections summarize the totals
from Tabie 11 {OCR projected numbers plus BIA counts) and add calculated prcjections for

‘low incidence handicapping conditions. These calculated projections for low incidence

handicapping conditions were taken from Table 5.
Table 12

Projections of Total Frequency of American Indian Students in All
Categories of Special Education in Both Public and BIA Schools

BIA +
Category Proj. OCR Proj OCR BIA
N N N
Educable Mentally Retarded 5,040
Trainable Mentally Retarded 1,302
Speech Impaired 11,263
Seriously Emotionally Dis. 2,116
Leaming Disabled 22,397
Multiply Handicapped 1,384 155
Hearing Impaired 182 20
Visually Impaired 73 8
Orthopedically Impaired 218 26
Other Health Iipaired 510 58

Totals 42,118 + 2,367 + 267 = 44,752

Table 12 reveals an overali projesied prevalence of 44,752 American Indians with
handicapping conditions in aii categories in all states.

Table 13 lists overall percentages calculated from the data in Table 12. That is, the
overall number in each handicapping condition is divided by 44,752.




Table 13

Projected Frequency and Percentage of Total American Indians
by Handicapping Conditions

Category N % of Total
Educable Mentally Retarded 5,040 11.26
Trainable Mentally Retarded 1,302 2.91
Speech Impaired 11,263 25.17
Seriously Emotionally Disturbed 2,116 4.73
Leaming Disabled 22,397 50.05
Multiply Handicapped 1,539 3.44
Hearing Impaired 202 45
Visually Impaired 81 18
Orthopedically Impaired 244 .55
Other Health Impaired 568 1.27
44,752 100.01*

*Sum is greater than 100% due to rounding

Inspection of Table 13 reveals that over 50% of all American Indians with
handicapping conditions are classified as learning disabled.

Comparison of 5 Ethnic Groups

In Table 1, we reported the frequency and percentage of total enrolled American
Indians for each handicapping condition as reported in the OCR survey. In order to
compare the status of American Indians to other ethnic groups, percentages were calculated
for 4 additional groups. Table 14 presents these percentages for American Indians, Asians,
Hispanics, Blacks, Whites, and the total for all minorities. (All percentages in this table
were calculated from the actual OCR survey data, not from OCR projected data).




Table 14
Percentage of Handicappin~ Condition by Ethnic Minority for All States

Category Am. Ind.  Asian Hisp. Blacks  Tot.Min. White
% % % % % %

EMR 1.34 .33 1.02 2.62 1.90 92
TMR 32 .18 25 38 .32 25
SI 2.33 1.34 1.76 2.20 1.99 2.50
SED .61 12 .39 .85 .64 .70
ID 5.28 1.66 4.14 4,26 4.ul 414
Total % ¥ fand. 9.88 3.63 7.56 1 8.86 8.51
Totalp

surveyed 145,331 706,429 2,557,777 4,744,725 8,154,462 11,197,018

Figure 5 presents this data graphically.
Figure 5

Percentage of Special Education Population for 5 Ethnic Categories
by Handicapping Condition
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It can be seen from inspection of Table 14 and Figure S that American Indians have the
highest percentage of students with bandicapping conditions of any minority group except
Blacks. The learning disability category is the highest disabling condition among American
Indians with 5.28% classified in this category, the highest percentage for any category in
any group including Whites.

These percentages were calculated only from OCR data and do not include BIA data.
However, the total number of BIA students is so small compared to the total number of
American Indian students in the nation (9.97%), that their addition would have a negligible
effect on the percentages in the table.

For example, Table 12 presented the frequency of handicapped American Indians in
each OCR category by adding BIA counts to the projected (not surveyed) OCR numbers.
Since. OCR projected 364,313 American Indians enrolled in public schools, and the BIA
enrolls an additional 40,322 (9.97% of all American Indians), the total combined projected
American Indian enrollment is 404,635. Using this figure, the percentage of American
Indians calculated from frequencies in each category taken from Table 12 are as follows:

Educable Mentally Retarded............ 1.25%
Trainable Mentally Retarded............ 0.32%
Speech Impaired........cccovvnveennnnens 2.78%
Seriously Emotionally Disturbed...... 0.52%
Learning Disabled........cccovevvueeess 5.54%

It can be seen that these percentages are similar to those calculated from the reported
OCR data alone.

Finn (1982) calculated similar percentages using the projected numbers (projected by
JCR using weighted formula applied to OCR survey results) from the 1978 OCR survey.
Appendix B-3 presents a comparison oi these percentages and the percentages calculated
from OCR projections of the 1984 data. (It should be emphasized that the 1984 percentages
in the table for Appendix B-3 were calculated from projected OCR data alone rather than
from a combination of the projected data and BIA counts. This was done in order to ensure
that the data displayed for the two different years would be comparable. For this reason, the
1984 percentages in this table do not agree exactly with those found in Table 14).
Inspection of this table reveals that all ethnic groups, including Whites, have grown in the
percentage of totally enrolled students identified as handicapped within each group. The
American Indian category has grown 2.13% since 1978.

Since previous research (Finn, 1982) has shown that trends in prevalence vary by
section of the United States, Appendix B-4 through B-8 present data from the OCR survey
on percentage of different ethnic groups for each of the handicapping conditions. Inspection
of the data tables reveals that prevalence rates vary greatly across ethnic groups, categories
of special education, and individual states. Table 15 aggregates the data in Appendices B4-
B8 by combining all categories of special education so that the data for each state can be
presented in one table.

Table 16 presents percentages of American Indians in special education compared to
the percentage of total enrollment for American Indians by state.

Inspection of Table 16 reveals that 23 states have a larger percentage of identified
students with handicapping conditions who are American Indians than their respective
percentage of total enrollment who are American Indians. Included in thesc states are eleven
of the fifteen states projected by OCR to have at least 500 American Indiaus with
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handicapping conditions in public schools. (Together these 15 siates account for
approximately 90 percent of all projected American Indians with handicapping conditions in
public schools). The eleven states are Alaska, Arizona, Minnesota, Montana, North
Carolina, North Dakota, Oregon, South-Dakota, Utah, Washington, and Wisconsin.
Twenty-eight states have identified a lower percentage of students with handicapping
conditions who are American Indians than their respective percentages of total enrollment
who are American Indians.
Tablz 15
Percentage of Special Education Students by Ethnic Group in OCR-Reported
Handicapping Conditions in American Public Schools
State N.A Asian His. Blxck Min. White Total
AL 5.82 295 6.76 11.72 11.54 9.18 10.20
AK 13.20 4.75 7.66 14.19 11.79 7.93 8.73
AZ 9.62 4.87 9.37 13.34 9.71 8.67 9.05
AR 9.29 2.77 10.00 12.87 12.58 8.82 10.02
CA 6.40 2.78 6.81 9.45 6.71 7.76 7.11
(80 542 3.06 7.49 9.32 7.50 6.58 6.81
CT 252 3.80 12.31 14.29 12.92 10.22 11.06
DE 13.13 3.82 15.60 20.72 18.81 11.02 13.63
DC 0.00 0.43 2.88 5.16 5.05 4.51 4,94
FL 529 3.9 6.93 1241 10.53 8.50 9.27
GA 2.55 2.37 534 8.87 8.68 8.17 8.40
HI 420 6.62 13.86 8.34 6.85 7.52 7.02
D 12.59 5.89 10.79 12.28 1044 7.14 7.37
L 13.25 3.95 5.31 8.82 7.80 9.93 8.54
IN 1.27 4.86 11.01 11.22 10.99 9.21 9.64
IA 11.00 6.15 8.20 14.32 11.33 8.75 8.98
KS 8.38 3.35 5.73 10.94 9.14 7.86 8.11
KY 541 5.60 5.74 17.37 16.93 10.29 11.34
LA 5.05 1.35 4.77 9.72 9.37 7.49 8.40
ME 15.34 4.06 9.52 12.90 8.36 9.84 9.89
MD 9.95 3.81 8.6 13.71 12.80 9.81 11.18
MA 0.59 0.90 0.95 0.55 0.73 3.55 2.84
MI 5.39 3.75 6.06 6.35 6.28 7.93 7.16
MN 15.23 572 14.61 16.03 12.69 9.52 9.88
MS 421 3.31 4.88 10.02 9.99 8.59 9.39
MO 8.22 3.17 7.35 12.24 11.85 10.77 11.16
MT 11.81 442 11.89 10.68 11.23 7.81 8.13
NE 14.17 421 11.10 16.51 14.28 10.07 10.60
NV 8.90 4.58 7.44 14.53 10.68 6.71 7.59
NH 7.50 3.79 15.37 14.94 11.21 9.60 9.64
NJ 395 4.24 7.71 9.32 8.55 9.39 8.94
NM 8.86 441 10.27 13.69 10.14 8.09 9.19
: NY 5.76 1.40 7.89 8.83 7.89 5.51 7.14
, NC 1148 3.30 4.66 13.05 12.67 7.66 9.49
; ND 15.71 8.52 14.18 13.70 14.40 9.32 9.68
OH 3.15 397 691 7.67 7.54 8.62 8.21
: 4 9.59 3.48 8.10 14.04 11.69 10.12 10.56
- OR 11.94 3.59 10.54 12.86 9.20 8.81 8.85
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Table 15 (Continued)

Percentage of Special Education Students by Ethnic Group in All
Handicapping Conditions in American Public Schools

State NA Asian His. Black Min, White Total
PA 12.31 2.88 11.05 11.59 11.16 8.90 9.78
RI 10.32 3.33 717 14.99 1043 12.59 12.29
SC 10.64 3.94 5.84 13.65 13.46 8.82 10.83
SD 12.92 9.21 8.85 1142 12.05 8.90 5.14
™N 1140 3.24 5.31 9.99 9.82 10.02 9.96
X 6.52 2.09 7.84 8.82 7.94 7.84 7.90
UT 11.22 530 ° 1195 14.34 10.20 8.70 8.80
vT 12.82 6.06 12.12 7.58 7.76 9.79 9.76
VA 8.47 4.03 8.12 10.83 9.93 8.90 9.21
WA 9.34 3.22 8.01 13.28 8.19 7.36 7.51
wv 11.76 3.95 5.98 11.30 10.66 10.24 1027
WI 9.13 291 7.54 10.78 9.79 8.27 8.67
WY 13.04 8.59 1235 17.62 12.73 9.59 9.90

* All minority groups combined.
**Total for all ethnic groups.

Table 16

Percentage of Total American Indian Special Education Enrollment by State
and Percentages of Total American Indianp Enrollment

State % Handicapped % Total Enrollment

Alabama 0.33 0.58
Alaska 17.98 11.90
Arizona 05.42 05.10
Arkansas 0.11 0.12

Califomia °. 043 0.48
Colorado 0.52 0.66
Connecticut 0.04 0.16
Delaware 0.12 0.12
Dist. of Columbia 0.00 0.04
Florida 0.08 0.14

Georgia 0.02 0.05
Hawaii 0.15 0.25
Idaho 2.27 1.33
Illinois 0.18 0.12




Table 16 (Continued)
Percentage of Total American Indian Special Education Enrollment by State
, aud Percentages of Total American Indian Enrollment
! State % Handicapped % Total Enrollment
: Indiana 0.01 0.11
Towa 0.53 0.43
Kansas 0.74 0.72
Kentucky 0.01 0.03 ]
 Louisiana 0.06 0.12 :i
Maine 0.25 0.16 :
Maryland 0.1€6 0.18
Massachusetts 0.04 0.18
Michigan 0.44 0.59
Minnesota 2.34 1.52
Mississippi 0.04 . 0.09
Missouri 0.08 0.12
Montana 9.93 6.84
Nebraska 0.89 0.66
Nevada 1.88 1.61
New Hampshire 0.04 0.05
New Jersey 0.03 . 0.07
New Mexico 744 1.72
New York 0.08 0.10
North Carolina 2.86 2.36
North Dakota 7.82 4.82
Ohio 0.05 0.12
Cklahoma 6.52 7.17
Oregon - 1.68 1.25
Pennsylvania 0.12 0.10
Rhode Island 0.24 0.29
South Carolina 0.08 0.08
South Dakota 7.83 5.54
Tennessee 0.05 0.04
Texas 0.11 0.13
Utah 1.06 0.83
Vermont 0.11 0.09
Virginia 0.09 0.10
Washington 223 1.79
West Virginia 0.03 0.02
Wisconsin 0.93 0.88
Wyoming 1.73 131
Summary and Conclusions
The primary purpose of this study was to determine prevalence rates of handicapping

) conditions among American Indian students in order to provide information relative to the

: future rehabilitation needs of adults from this minority population. A secondary goal was to
compare prevalence rates of American Indian students identified as handicapped with
prevalence rates for oth.cr minority groups, for Whites, and for the school population at
large. This data would help determine how future rehabilitation needs for American 7.:dians
compare with such needs for other minorities and for Whites.
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Secondary data from the Office of Civil Rights was used for the analysis. Data on
American Indians attending Bureau of Indian Affairs (BIA) schools was also secured, since
40,322 American Indian students attend these schools. Officials from the BIA agreed to
reorgarize their school-level special education data and aggregate by state. This was
necessary. in order to make the data comparable to and consistent with the state-level OCR
survey data.

For the nation as a whole, it was found that the category of learning disabilities is the
largest for American Indians in both public schoo:s (5.28% of American Indians) and in
BIA schools (8.72% of enrollment). It was also found that compared to the population as a
whole, there is a larger percentage of American Indian students classified as handicapped in
some but not all handicapping conditions. Categories in which either BIA or OCR data
reveals a greater percentage of American Indians than the prreentage of the population as a
whole includes specific learning disabilities in both BIA and OCR data, speech impairment
in the BIA data, and multi-handicaps in the BIA data.

Categories in which the percentage for American Indians in BIA or OCR data is
smaller than that for the population atiarge includes the mentally retarded in both BIA and
OCR data, seriously emotionally disturbed in both BIA and OCR data, and hearing
imyaired, visually impaired, orthopedically impaired, and other health impaired in BIA data.

Evidence from the present study does indicate that leaming disabilities ave identified
more frequently among Americans Indiaas than in the school population at large, and more
frequently in BIA schools than in public schools. The OCR study used a weighted formula
to project survey results to the nation as'a whole and to individual states. By adding BIA.
counts tc these projections, some indication of numbers in each category sampled by OCR
can be ootained. It is further possible to project the BIA numbers in the categories of
handicap not dealt with by OCR to public schools. These projections were calculated by the
authors of this study and produced the following numbers: learning disabled - 22,397;
speech impaired - 11,263; mildly retarded - 5,040; moderately retarded - 1,302; seriously
emotionally disturbed - 2,116; multi-handicapped - 1,539; hearing impaired - 202; visuaily
impaired - 81; orthopedically impaired - 244; other health impaired - 568; total - 44,752 (See
Tables 12 and 13).

Prevalence rates vary greatly from state to state. (See Table 11 for projections of the
OCR categories to individual states.) As previously stated, learning disabilities is the largest
category among American Indians. In fact, Table 13 shows that over 50 percent of all of
our projected handicapped American Indians are classified as learning disabled.

Fifteen states are projected by 2CR to have at least 500 American Indians with
handicapping conditions in the five categories included in their survey. These states are
Oklahoma, Arizona, North Carolina, Montana, Alaska, New Mexico, Minnesota,
California, Washington, North Dakota, South Dakota, Michigan, Oregon, Wisconsin, and
Utah. Together these states are projected to have 31,825 of the 35,636 American Indians
projected to be handicapped in the nation (these numbers calculated by OCR do not include
BIA students with handicaps or students in the other handicapping conditions not dealt with
in the OCR survey). Thus, these 15 states account for nearly 90 percent cf all projected
American Indians with handicapping conditions in the country.

Five of the Federal Regions have the majority of American Indians with handicapping
conditions projected by OCR. These regions are Region IV (N=4,647); Region VI
(N=8,725); Region VIII (N=5,566); Region IX (N=6,763); and Region X (N=4,807).
Thus, these five regions contain nearly 86% (N=30,508) of all OCR projected American
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Indians with handicapping conditions (N=35,636). Other regions are Region I (N=159};
Region IT (N=156); Region III (N=303); Region V (N=3,857); and Region VII (N=653).
These totals do not include BIA figures, nor do they include any of the handicapping
conditionsother than those included in the OCR survzy. These OCR categories are
educable mentally retardec, trainable mentally retarded, specch impaired, seriously
emotionally disturbed, and specific learning disabled. When the BIA enrollments and other
projections for handicapping conditions not included in the OCR survey are ircluded, the
total number of American Indians with handicapping conditions was increased by nearly
10,000 students, from 35,636 to 44,752 (see Table 12). Figure 4 presents a graphic
representation of projections including both OCR figures and BIA enrollments in selected
states and regions. When OCR and BIA numbers for the five handicapping conditions are
combined, the same 15 states are seen to have 500.or more American Indians with
handicapping conditions. These 15 states have a total of 37,906 American Indians with
handicapping conditions out of the new total of 42,118.(90%).

Analysis of the OCR data further revealed that the percentages of American Indians
classified as handicapped varies greatly from state to state (15.71% in North Dakota to .59%
in Massachusetts). The same is true when the BIA data is analyzed by state. For example,
in Minnesota, 42.17% of students enrolled in BIA schools are identified as handicapped,
while California has only 2.55% of BIA enrolled students identified.

The OCR data was also analyzed by ethnic categczy. The OCR published both
reported and projected data for all five areas of handicapping conditions for American
Indians, Asians, Hispanics, Blacks, total minorities, and Whites. Table 14 shows that
American Indians have the highest percentage of handicapped students of any minority
group other than Blacks. The learning disability category is the highest among American
Indians with 5.28% classified in this category, the highest percentage for any category in
any group including Whites.

OCR projected data on handicapping conditions by ethnicity was then compared with
similar data from the 1978 OCR survey. Appendix B-3 presents this data. All ethnic
categories have shown increases since 1978, including Whites. The American Indian
category has grown 2.13%. Appendices B-4 through B-8 and Table 15 present the data on
ethnicity broken down by individual state. Examination of these tables shows that most
states have a higher percentage of their total special education enrollment made up of
students from minority groups than their respective total minority enrollment percentage.

Twenty-three states have a larger percentage of identified students with handicapping
conditions who are American Indians than their respective percentages of total enrollment
who are American Indians. Included in these states are eleven of the fifteen states projected
by OCR to have ai least 500 American Indians with handicapping conditions in public
schools. These states are Alaska, Arizona, Minnesota, Montana, North Carolina, North
Dakota, Oregon, South Dakota, Utah, Washington, and Yisconsin. Again, this is to be
anticipated. The remaining 28 states have identified a lower percentage of handicapped
students who are American Indians than their respective percentages of total enrollment who
are American Indians.




e Y > S e
" - - LA

SECTION III
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ANALYSIS OF THE INCIDENCE OF DISABILITY AMON"
AMERICAN INDIANS: HEALTH-RELATED DATA

The measurement of the incidence of disability is very difficult. Primary data based
upon a clinical evaluation of the American Indian population or a broad-based sample of
that population does not exist. Data from the 1980 U.S. Census indicated that working age
American Indians reported work-related disability at almost one and one half times the rate
for the general population, and at a rate higher than that for any other minority group (U.S.
Bureau of the Census, 1983). This data is self-reported’ ..owever, and does not provide
any detail regarding the type of disability.. Epidemiologically valid data on American
Indiansare available for selected disability typesand restricted geographical areas. These
studies are for: the most part restricted to disease or disability ca*2gories for which American
Indians of a particular region are thought to have an abnormally high incidence.

While this type of data provides important insights into the incidence and prevalence
of specific disabilities among American Indians, it is not sufficiently complete either
geograpke~ally or across disabilicy types to provide a comprehensive analysis. Thus, any
comprehe Sive fiicidence measures used must rely upon secondary data. Secondary data
available'from agencies providing services to individuals with disabilities measure treated
‘incidence, but cannot address the issue of the extent ¢co which persons with disabilities fail
to receive services. The completenéss of treated incidence data does vary significantly
across agencies and types of data, however. Data from the U.S. Department of Health and
Human Services, Indian Health Service (IHS), provide.pérhaps the most complete or
comprehénsive available measure of the adult population with disabilities among American
Indians, since many individuals may receive medical treatment through IHS for conditions
which-are disabling without seeking rehabilitation services through other agencies such as
RSA. ‘Serious medical problems may often necessitate rehabilitative interventions, and
familiarity with IHS facilities and procedures for accessing services is more widespread
within the American-Indian population than is familiarity with other agencies serving
individuals with disabilities. Because of the relative comprehensiveness of IHS services,
the analysis in this section will focus primarily upon IHS data. However, summary
national and regional data from other sources will be presented when appropriate.

The purpose of this section is to describe the incidence of disease conditions among
Anuerican Indians and project their rehabilitation needs based on the nature and extent of
their health-related problems. National a. 1 regional IHS data was analyzed and compared
to data from the general population as supplied by the U.S. Bureau of Health Statistics.
The health problems of the American Indian, as identified by inpatient hospitalization data,
was then compared to RSA national data on American Indian VR clients to determine the
congruency betvreen the type of health problems identified through IHS and the type of
rehabilitation conditions served by RSA.

“This report characterizes the treated incidence of health-related problems among
American Indians and projects their rehabilitation-needs. Because of the high degree of
variance across federal regions and within states on the exact nature of the health problems,
information is provided by federal region. In addition, because the demographic
characteristics of the American Indian are different from that of the general U.S.
population, the data is presented by age and sex, and compared to all other races in order to
more completely understand the problems and needs.
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Four major types of data from the IHS system are of interest here: (1) death rate
data By caiise of death, (2) inpatient hospitalization data by.diagnostic category, (3)
ambulatory. care data, and (4)pediatric registry data., Each of these types of data provides
only.an indirect measure of the incidence of disability. Death rate data can be correlated to
disability-only to the extent that the number of living persons exhibiting a given condition
can be assumed:to bé proportional to the number of persons dying {rom that cause. Many
types of disabling conditions may never or only rarely be a direct cause.of death.
Hospitalization and ambulatory care diagnostic data are oriented toward the medical cause
of the problem and do not directly address whether or not the condition described is likely
to be accompanied by a disability requiring rehabilitation. Also some types of disabling
conditions, such as mental retardation, may.not require any medical treatment.

Because of limitations in the degree of diagnostic detail and in the consistency of
reported ambulatory. care data from IHS are not analyzed here. Pediatric registry data
provide a relatively direct measure of the prevalence of many disabling conditions, since
congenital or chronic disorders that would likely be disabling ate recorded. Only a
restricted age range is covered, however, in the pediatric registries. In addition, pediatric
registry data is not collected nationally by IHS, and it is not reported under a fully
consistent set of criteria by the various IHS areas. Because of these limitations, pediatric
registry data are presented only for a selected group of IHS areas.

Each of the IHS data sources used in this study has advantages and disadvantages.
The problem of an untreated and thus unmeasured population is largely avoided in death
rate data since all deaths must be recorded. However, death rate by cause of death is a very
indirect proxy measure for the incidérce of disability. The hospitalization data provides
more comprehensive data, there are many more hospitalizations per year than deaths, and
hospitalizations occur with diagnoses which are rarely-direct causes of death. In addition,

‘hospitalization data is a somewhat more direct measure of disability incidence since living

discharged patients with a given diagnesis could represent individuals with a disabling
condition.

IHS death rate data can provide a general overview of the health problems of
American Indians, but cannot provide much detail with regard to cause of death due to the
limited number of individuals in the data pool. American Indian death rate data will be
given a frame of reference by examining American Indian rates in comparison to deat;
rates for the U.S. population as a whole. Age-specific and age-adjusted rates will be used
wherever possible.

Analysis of ITHS inpatient hospitalization data requires extensive transformation.
The first step in providing meaningful disability-oriented data from the IHS inpatient
hospitalization database is to organize the data into disability-oriented categories. This
requires the matching of International Classification of Diseases (ICD) categories into a
disability-oriented classification scheme. Because of the level of detail afforded and the
desire to ultimately compare IHS hospitalization data with RSA rehabilitation data, RSA's
major disability codes have been used as the source for this reclassification. A preliminary
scheme for deriving disability-oriented disease categories and matching ICD codes with
RSA codes was developed by the investigators and was reviewed by medical records
experts in the IHS system. This classification scheme has been used to generate the
categories used in sevetal of the tables in this section, and is presented in Appendix C-1.
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The incidence measures based on this classification scheme can be made more
meaningful by providing a frame of reference. This is done by applying the same
classification scheme to general population data from the National Short Stay
Hospitalization survey conducted by the U.S. Bureau of Health Statistics (1986). Results
from the IHS data can thus be compared to general population results across the various
categories. The relative incidence of various diagnosiic conditions across IHS regions and
states will also be*compared so that regional differences can be noted and considered when
formulating government polic.es to address the problems. IHS data for the fiscal years
19214-8.6 and general population survey data for the calendar year 1985 are utilized for this
analysis.

Analysis of pediatric registry data is limited by the lack of national reporting of this
data and the lack of comprehensive comparable figures for the general population. Because
of these limitations pediatric registry data are presented only for three selected IHS areas:
(1) Navajo, (2) Billings, and'(3) Alaska. These regions were selected on the basis of
accessibility to the investigator and based on the knowledge that pediatric registry data were
availaite for these areas. In order to supplement the national data the analysis of the
incider.. ¢ of disability within these three regions also included an analysis of several other
data sources. The addit:ional data for-these areas is presented in order to provide a better
understanding of the degree of similarity or divergence in the patterns of disability across
areas and in the types of data available across areas.

Another important limitation of the IHS data described above is the fact that it does
not cover California,the state with the single largest American Indian population. To
address this problem a separate report focuses specifically on disabled American Indians in
California. Data for this report were obtained from the U.S. Bureau of the Census, the
State of California Health Department, the Indian Health Service, and rural and urban
Indian health care programs.

+ mally, it is appropriate to examine the extent to which American Indian people
who are disabled are receiving vocational rehabilitation services. A comparison of the IHS
inpatient diagnostic data with the distribution of RSA's American Indian case load by
disability type can indicate the extent to which RSA's client base corresponds to the
distribution of disabilities indicated by hospitalization data.

Limitations. There are several important limitations of the IHS data. First, the
inpatient hospitalization data uses diagnostic classes based upon the ICD diagnostic
categories, and these are not disability-oriented. A given ICD category may nearly always
indicate a disabling condition, may very rarely indicate a disabling condition, or may be
somewhere in between. Thus, ICD catégories can at best describe a pool of individuals
whose poor health status may result in a disabling condition. However, ICD code data
must be regrouped into disability-oriented categories in order to use ICD categorical data to
project the rehabilitation needs of American Indians. A second limitation is the fact that the
IHS inpatient data does not provide an unduplicated count of clients exhibiting the
conditions documented by the ICD diagnostic categories. A person hospitalized more than
once with the same diagnosis will be counted more than once. . A similar type of problem is
present in the pediatric registry data, in that one child may have several recordable
conditions and that child will appear in the count for each of those conditions.




Another limitation is the fact that IHS does not provide service to all American
Indians nationwide. The IHS service area contains only about two thirds of the total U.S.
American Indian population and generally does not include American Indians residing in
urban areas. In addition, national IHS data sources do not include data for California,
which is the state with the single largest American Indian population. Thus, the health
status and disability status of a significant portion of the American Indian population is not
covered by this data source. A final limitation which applies to data from any service
agency.is the fact tnat the data may reflect characteristics of the supply of services as well as
the demand for them. That is, the diagnosis and treatment of a given classification of
disease might tend to increase as the expertise of providers in treating that particular disease
increases, while diagnosis of disease with which providers have less familiarity might tend

to be lower. X
Results

The results will be organized in the following manner. First, IHS death rate data a
will be presented. Second, IHS inpatient hospitalization data are presented and analyzed. ‘
THS hospitalization and RSA rehabilitation data are then compared by type of disability.

Regional data for the three selected IHS areas are then presented, first focusing on pediatric
registry data; and then presenting an overview of additional disability data for these
regions.

IHS Death Rate Data

American Indian mortality ('ata provide important indications about the incidence and
prevalence of disability among this group. The greatest strength of mortality data is its
virtually universal coverage. Whereas client data from agencies serving persons with
disabilities-does not capture those individuals who may have qualifying disabilities but fail
to seek services, all deaths are reported and a cause of death is listed. While individual
cause of death designations are subject to error, there is reason to believe that the
population mortality statistics are complete and accurate.

The major weakness of the mertality data is the fact that it does not provide a direct
measure of the number of living persons with disabling conditions. In order to infer
characteristics of the disabled population from mortality data, we must assume that there is
arelationship between the proportion of a population dying from a given disorder, and the
proportion of the population which is disabled by that disorder. While it seems plausible to
assume a positive relationship between deaths due to a disorder and persons disabled due to
that disorder, the correlation need not be nerfect. For instance, the death rate due to
accidents among American Indians is very high; however, one reason for the high death
rate may be the fact that many American Indians reside in rural areas remote from
emergency medical services. In addition, poor road conditions, unsafe vehicles, and
geographic isolation may increase the probability of a fatal injury to automobile passengers
relative to the probability of a nonfatal injury.

In addition, death rate data does not provide a comprehensive view across all
disability types. Many disabling conditions may not be direct causes of death or may be the
cause of death only in very rare instances. This fact coupled with the relatively modest size
of the American Indian population limits disability-oriented examination. of death rate data
to those types of disease associated with the leading causes of death.

Another limitation of the mortality data presented here is the fact that only deaths
among American Indians living in areas served by the Indian Health Service are included in
the Aimerican Indian mortality data. All of the data presented here is derived from Indian
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Health Service reports.

Death rate as a measure of overall health siatus. Mortality data has frequently been
used as a proxy measure of the overall health status of American Indians. Highly aggregate
measures such as life expectancy at birth can give a crude indication of relative health
status, but age-specific mortality rates provide a much richer view. The American Indian
and U.S. death rate data presented here are taken from a recent IHS report (IHS, 1986).
The life expectancy at birth of American Indians was 71.1 years in 1980 compared to 74.4
for the U'S. White population, a difference of less than 5 percent. H: wever, a much larger
propomon of American Indian deaths are among individuals under the age of 45. Thirty- |
seven percent of American Indian deaths as opposed to only 10 percent of White deaths and .
21 pervent of Black deaths occurred under the age of 45.. This is caused by the fact that }
American Indians have a very atypical pattern of age-specific death rates. As Table 1 and :
Figure 1'indicate, American Indian mortality rates are substantially higher than the parallel
All Races rates for all age groups up to age 55, while the American Indian mortality rate is
substantially lower than thatfor All Races in all age categories over 65 years. Thus,
American Indians are substantially less likely to survive to age 55, but those who do
survive to age 55 have a significantly longer life expectancy than do surviving 55 year olds
from other races. American Indian mortality rates are particularly high relative to other
races for ages 15 through 44. American Indians are almost twice as likely to die between
the ages of 15-44 years than individuals from other races.

Table 1

Age-Specific Death Rates for American Indians
Versus All Races
(Rates Per 100,000 Pcpulation)

Ratio Ratio
Age American Indian All Races A.L/All Races White A.L/White
Under 1 1,311.1 1,164.2 1.13 1,018.5 1.29
1-4 88.5 57.6 1.54 52.8 1.68
5-14 32,5 28.3 1.15 270 1.20
15-24 192.3 101.0 1.90 98.3 1.96
25-34 270.0 125.2 2.16 110.2 2.45
35-44 383.0 207.4 1.85 182.7 2.10
45 - 54 699.6 549.7 1.27 504.0 1.39
55-64 1,270.8 1,297.9 98 1,233.3 1.03
65-74 2,406.3 2,885.2 .83 2,822.3 .85
75 - 84 4,754.2 6,329.8 75 6,329.8 75
Over 85 10,194.9 15,048.3 .68 15,296.9 .67
Age Adj.
Rate 562.1 550.5 1.02 528.0 1.06
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¥Figure 1

Age-Specific Death Rates as a Ratio
of American Indians to All Races
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The large numbers of deaths at early ages among the American Indian population has
important implications with respect to disability. Persons with disabilities on the average
live shorter lives than individuals who are not disabled, and individuals dying at a relatively
early age are more likely to have had disabilities and to have had disabilities over a longer
period of time than individuals dying at a later age. This is particularly true if one focuses
on disabilities experienced during the working 3y ‘which would be relevant from the
standpoint of vocational rehabilitation programs).

One measure which gives added weight to deaths at an early age is the average
number of years of life lost due to deaths through a given age. This measure is computed
by starting with a hypothetical cohort of 100,000 babies born and applying the appropriate -
death rates as this group is aged through the cohort-survival method. For a child dying
before age one, one year of lost life is counted for each year beyond the first, for an
individual dying at age 45 one year of lost life is counted for age 46 and each succeeding
year, and so on. Table 2 indicates that the number of years of life lost per 100,000
population is considerably higher for American Indians than for Whites and for all races
through all ages up to 85. The differential hits its peak around ages 45 to 55. Years of
American Indians'’ lives lost through these ages are roughly 1.7 times the years of life lost
for Whites and 1.5 times the years of life lost for All Races. Years of American Indian
lives lost through age 65 remain almost 60 percent higher than the parallel figure for
Whites and 45 percent higher than the All Races figure. Relatively low death rates for
American Indians beyond age 65 cause the ratios to fall to 1.18 times the level for Whites
and 1.12 times the All Races level by age 85. -




Table 2

Years of Life Lost Per 100,000 Population by Age for
American Indians Versus All Races

Ratio Ratio
Age American Indian All Races A.L/All Races White A.L/White
Under 5 5,768 4,998 1.15 4,387 1.31
5-9 14,387 12,235 1.18 11,790 1.22
10- 14 23,805 20,170 1.18 17,860 1.33
15-19 35,582 29,514 1.12 26,296 1.35
20-24 52,035 41,330 1.26 37,143 1.40
25-29 73,864 55,843 1.32 50,506 1.46
30-34 102,113 73,386 1.39 66,544 1.53
35-39 137,764 94,731 1.45 85,940 1.60
40 - 44 182,205 121,018 1.51 109,711 1.66
45 - 49 238,142 155,396 1.53 140,838 1.69
50 - 54 309,396 202,432 1.53 183,663 1.68
55-59 400,141 268,326 1.49 244,348 1.64
60 - 64 516,237 361,669 1.43 661,463 1.56
65 - 69 644,200 492,627 1.35 455,553 1.46
70 - 74 852,527 673,839 1.27 629,779 1.35
75-79 1,089,242 916,772 i.19 866,557 1.26
80 -84 1,382,867 1,231,397 1.12 1,176,737 1.18

Death rates by cause of deatii . The leading causes of death among Amearicap Indians
provide important insights as to waty such a large number of Americar. Iudians die at an
early age, and give some clear indications about the nature of disability in the American
Indian population. Table 3 and Figure 2 provide age-adjusted mortality rates by major
cause of death category. Note that the two major categories for which the American Indian
mortality rate is lower than that for All Races, cardiovascular diseases and cancer, are
diseases which tend to cause death at relatively advanced ages, while several of the causes
of death whose rates are particularly high among American Indians tend predominantly to
cause deaths at relatively early ages. The categories of accidents, chronic liver disease,
homicide, and suicide all can be thought of as being in some sense behavior related, and all
are categories in which deaths tend to occur at relatively young ages. In addition
alcoholis.n is a major factor contributing to deaths in all of these categories. Americun
Indians are also substantially more likely than other races to die due i pneumonia and
influenza, diabetes mellitus, and tuberculosis. The high death rate for pneumonia and
influenza can be related to the remoteness and poor socio-economic conditions under which
many Indian people live.




Table 3

Age-Adjusted Death Rates From Selected Causes for American Indians
Compared To U.S. All Races
(Rates Per 100,000 Population)

American All Rato
Cause of Death Indian Races A.L/All Races

Major Cardiovascular Diseases 170.9 235.0 73
Accidents/Adverse Effects 82.9 34.4 2.41
Malignant Neoplasms 814 132.6 .61
Liver Disease/Cirrhosis 29.6 10.2 2.9¢
Diabetes Mellitis 20.5 9.9 2.07
Pneumonia and Influenza 16.40 11.80 1.39
Homocide 16.4 8.6 191
Suicide 14.7 - 11.4 1.29
Chronic Pulmonary Disease 10.4 17.4 .60
Tuberculosis 33 5 6.60

Figure 2

Death Rates for Leading Causes as a Ratio
of American Indians to All Races
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Death rates by age group for accidents, alcoholism, homicide and suicide are
presented in Tzble 4 and Figure 3. The alcoholism category includes deatas due to alcohol
dependence, alcohol psychoses, and chronic liver discase or cirrhosis spe-ified as
alcoholism. For each of the categcries other than accidents the peak death rate occurs at




less than 65 years of age for AJl Races and at less than 55 years of age for American
Indians. For accidents, the highest death rates are in the age categories beyond 75 years of
age, due to a dramatic increase in nonvehicular accidents among these older age groups.
Accidents remain a very major cause of death among yourger age groups, however.

Table 4
Age Distribution of Death Rates Due to Selected Causes for

American Indiaus Versus All Races
(Rates Per 100,000 Population)

Accidents Alcoholism
Ratio Ratio
American All Al/ American All Al/
Age Indian Races  All Races Indian Races  All Races
Under 1 52.9 28.0 1.9 - - -
1-4 41.9 22.4 1.9 - - -
5-14 18.2 13.1 1.4 0.1 - -
15-24 107.5 50.9 2.1 2.3 0.2 11.5
25-34 121.2 40.7 3.0 24.7 2.2 11.2
35-4 104.5 33.0 3.2. 61.1 7.9 7.7
45 - 54 114.5 34.8 3.3 85.0 17.6 4.8
55-64 111.2 38.5 2.9 70.2 21.4 3.3
65-74 118.0 53.4 2.2 57.7 17.7 3.3
75 -84 164.8 112.2 1.5 24.5 7.9 3.1
Over 85 292.1 280.3 1.0 18.4 2.2 8.4
Homicide Suicide
Ratio Ratio
American All Al/ American All A/

Age Indian Races  All Races Indian Races  All Races
Under- 1 15.9 6.7 2.4 - - -

1-4 5.1 2.7 1.9 - - -

5-14 1.2 1.2 1.0 1.4 0.6 2.3
15-24 1.6 13.7 1.6 27.9 12.1 2.3
25-34 27.4 17.3 1.6 25.0 16.0 1.6
35-44 23.7 13.3 1.8 18.4 15.3 1.2
45 -54 20.8 10.2 2.0 13.4 16.6 0.8
55 -64 13.0 6.5 2.0 7.4 16.9 0.4
65-74 9.7 4.9 2.0 9.0 174 0.5
75 -84 1.7 4.7 0.4 7.0 20.3 0.3
Over 85 - 5.8 - - 17.6 -

70
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Figure 3
Major Causes of Death as a Ratio of American Indians to All Races
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The age distribution of alcoholism deaths among American Indians compared to ine
age distribution for All Ract - indicates that American Indians are much more likely to die at
an early age due to alcoholism. While the American Indian death rate is substantially above
the All Races rate in all age categories, the ratio falls steadily with age through age 65. A
similar pattern is present in the relative suicide death rates. The ratio of the American
Indian suicide death rate to that for All Races declines steadily with age beyond the 15 to 24
age category. Alcohol dependency and other psychological disorders appear to be a
particular problem among late adolescence and young adult American Indians.

The ratios of American Indian to the All Races death rates due to accidents and
homicides tend to be rather stable across age categories, with American Indian death rates
being substantially higher across most age categories. This result is not inconsistent with
the alcoholism and svicide data. A horicide or accident victim may die due to the alcohol
dependency problem. . r other psychological problem of anther individual. Other factors
contributing to the high accident death rate among Americzn Indians include the fact thata
high proportion of American Indians live in remote rural areas causing them to drive greater
distances, and the fact that American Indians often drive unsafe vehicles or must transport
passengers in open pickup truck teds.

Sumipary. Mortality data indicate that American Indians have greater health problems
thai other groups particularly up to the age of 55. American Indian death rates are 1.5 or
morc times the All Races death rates for most age categories up to age 55, and about double
the-All Races rate for ages 15 through 44. Deaths due to a set of alcohol and behaviorally-
related causes (alcoholism, accidents, suicide and homicide) are disproportionately high at
young ages among American Indians. In addition, deaths due to pneumonia and influenza,
diabetes mellitus, and tuberculosis are disproportionately high among American Indians.
To the extent that death rate data can be used as a proxy measure of the living disabled
population, these results suggest that the overall rate of disability among working age and
younger American Indians is substantially higher than that for All Races. They further
indicate that disability rates are likely to be pariicularly high among American Indians in the
areas of alcoholism and other psychological disorders, and disorders associated with poor
sanitation and poor socio-economic conditions.

IHS Inpatient Hospitalization Data

Hospitalization data from IHS hospitals and hospitals providing services under
contract to IHS can provide important indications of the incidence of disabling conditions.
The greatest strength of this data is its comprehensiveness. Individuals with a wide variety
of disabling conditions are served by IHS hospitals and all age categories are served.

r

Hospitalization data provide only a very indirect measure of the incidence of disabling
conditions, however. For each hospitalized patient, one or more (up to 5 in the IHS
system) diagnostic codes are entered indicating the condition(s) exhibited by the patient.
The disease codes used for this analysis correspond to the International Classification of
Diseases (ICD) system of codes. Some of these ICD codes correspond to diseases or
conditions which are almost certain to be disabling, for example, quadriplegia. Others
currespond to diseases or conditions which are almost never disabling, such as a simple
fracture of alimb. Still others pertain to condidons which are sometimes but not always
disabling, for example a heart attack. The ICD categories were organized and grouped into
disability-oriented categories in order to provide information useful for this study.

Because of the ievel of detail afforded, RSA's major disability codes have been used

as the benchmark fcr this reclassification. A preliminary scheme tor matching ICD codes to
RSA codes was developed by the investigators and was subsequently circulated among
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medical record experts in the IHS system. The set of categories derived from this analysis
is presented in Appendix C-1. The revised set of disease categories generally retains broad
disease categories from the ICD system, but within each broad disease category sets of ICD
codes associated with major identifiable diseases or conditions which have a significant
probability of causing disability are identified. In some instances a group of miscellaneous
diseases within a given broad disease category which have a significant probability of
causing disability are identified. Such groups uf diseases are identified in tables as "other
likely disabling" diseases or conditions. In a few cases, for instance tuberculosis, it has
been possible to identify a subset of the ICD codes for a given disease type which are
particularly likely to represent a disabling condition. Such subsets are identified as "likely
disabling"; however, when a "likely disabling" subcategory is present it is not appropriate to
infer that the remainder of the disease category is untikely to lead to a disakling condition.

The data used for this analysis are based upon all listed diagnoses for each patient. All
diagnoses are used because this provides a more comprehensive measure of the medical
conditions and potential disabilities present in the patient population, and because chironic
conditions may represent the underlying cause of acute problems which are likely to appear
as the first listed diagnosis for a patient. Since the chronic conditions are more likely to be
disabling, it is important to look at all diagnoses for each patient. However, this only
exacerbates the problem of dual counting. A patient who is hospitalized more than once
over the sanuple period will be counteo more than once, and a patient with multiple
diagnoses listed will be counted once in each indicated disease class. This duplicated count
problem is present in both the IHS data and general population sample data, however.
Thus, if the degree of duplication can be assumed to be roughly equal in both data sets,
comparisons should not be affected.

The IHS data used are for all inpatients at (HS and contract hospitals for the fiscal
years 1984 through 1986. Three years of data Fave been pooled in order to support more
detailed analysis of IHS inpatient data. The U.S. general population data come from the
survey of U.S. short stay hospitals conducted by the U.S. Bureau of Health Statistics for
the calender year 1985.

Hospitalization rates by disease class. General statistics reporting the rate of
diagnosed diseases by age are presented in Table 5. Rates for All Races and for American
Indians (in IHS service areas) are presented. Several findings from this table are of interest.
First, the rate of diagnosed disease is much lower for American Indians than for the U.S.
population. This is due to twa causes. The rate of hospitalization per unit population is
lower arnong the IHS American Indian population and the number of diagnoses per patient
is about 2.5 for the U.S. population sample and only 2.0 for IHS facilities. Also
noteworthy are differences in the population age distribuiion and the age distribution of rates
of diagnosed disease. The hospitalized American Indian population is markedly younger
than the total U.S. population. The proportion of American Indians under 16 is about 1.5
times that of the U.S. population as a whole. The percentage of American Indians over the
2ge of 65 is less than half that for all races. This may partially explain the lower diagnosed
disease rate among American Indians since the rate of diagnosed diseases increases with age
for both groups, However, the rate of diagnosed disease is lower for American Indians
across all age categories. It is interesting to note that the relative rate for American Indians is
highest in the 16 to 34 age bracket and drops off sharply thereafter. This is consistent with
the mortality data in the previous section.
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Table §

Age Distribution of Population and Diagnosed Diseases
for American Indians Versus All Races

Ages
0-16 16-34 +5-64 65 All Ages

% of Population

U.S. All Races 23.4 32.9 31.9 11.8 100.0

American Indian 34.9 36.. 23.7 5.3 100.0
% of Diagnosed Dis.

U.S. All Races 9.0 19.8 31.6 39.6 100.0

American Indian 19.7 354 30.3 14.6 100.0
Rate of Diag. Dis.

(per 10,20 pop.)

U.S. All Races 1,417 2,222 3,650 12,384 3,689

American Indian 1,207 2,085 2,732 5,929 2,134
Ratio: A.L. Rate to .85 94 5 48 58

U.S. All Races Rate

Given the high death rates reported within the American Indian population and the
poor socio-economic status of Indian people, it is likely that the lower overall diagnosed
disease rates found for American Indian people reflect differences in a.cessing services and
difficulties in measuring the IHS service area population, rather than indicating a lower
general prevalence of C ease among American Indians. Because of the apparent overall
underrepresentation of American Indians the remaining analysis will focus on relative
percentages of all diagnoses within a given category rather than presenting rates per unit of
population.

The distribution of diagnoses by detailed disease types is presented in Table 6. This
table indicates the percentage of all diagnoses falling into a given disease category and the
ratio of the American Indian percentage to that for U.S. short stay hospitals. A ratio greater
than one indicates a relatively higher proportion of American Indians in a given disease
class.

Lt
[ 4K
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Table 6

Percentage Distribution of Diagnosis by Disease Type for
IHS Versus ANl U.S. Short Stay Hospitals

% of All Diagnoses

B) Ratio
U.S.

(A)
IHS

Infectious and Parasitic Diseases 3.46% 2.28%
Ill-defined Intestinal Infection 22% .03%

Tuberculosis: 22% 05%
Likely Disabling 05% 02%

Neoplasms: 1.91% 5.27%

Malignant: 1.44% 4.15%
Lung .16% S5:%
Breast .10% 31%
Leukemia L05% 12%

Endocrine, Nutritional, and
" Metabolic Diseases 7.16% 6.53%

Diabetes Mellitus: 4.20% 2.81%

Likely Disabling 46% 17%
Other Endocrine Condition .14% .16%
Malnutrition 10% 16%
Gout 01% .04%
Cystic Fibrosis 01% 02%

Diseascs of the Blood and Blood
Forming Organs 1.98% 2.03%

Anemias 1.55% 1.56%

Mental Disorders: 6.55% 4.87%
Psychoses .56% 1.20%
Neurotic Personality Disorders 60% 87%
Alcohol Dependence or Psychosis 3.62% 1.10%
Drug Dependence or Psychosis 08% 23%
Mental Retzrdation .08% 09%




Table 6 (Continued)
Percentage Distribution of Diagnosis by Disease Type for
IHS Versus All U.S. Short Stay Hospitals
% of All Diagnoses

(A) B) Ratio
IHS U.S. A/B .

Diseases of the Nervous System: 1.33% 2.06% .64
Meningitis 13% 05% 2.59 i
Multiple Sclerosis 01% 06% 16 1

Hemiplegia 13% 30% 45

Cerebral Palsy .04% 04% 93
Paralysis: 20% .19% 1.05 |
Quadriplegia 06% 03% 2.00 .‘
Lower Limb(s) 08% 05% 1.71 .
Upper Limb(s) .00% 01% 59
Epilepsy 20% .19% 1.02
Muscular Dystrophy 02% 06% 38
. |
Eye Conditions: 1.23% 98% 1.26 :
Diabetic Retinopathy .08% 07% 1.25 |
Glaucoma .08% 10% 84 |
Cataract 33% 27% 1.22 ;

Blindness or Low Vision: 06% 06% 1.02

Both Eyes .04% 05% 93

Ear Conditions: 2.15% 74% 2.39

Otitis Media 1.63% 41% 4.02

Hearing Loss .16% 07% 2.35

Diseases of the Circulatory System: 7.69% 20.41% 38

Rheumatic Heart Disease .20% 18% 1.10

Hypertensive Heart Disease 1.71% 3.26% t.52

Ischemic Heart Disease: 1.61% 6.11% 26

Acute Myocardial Infarction 40% 97% 41

Atherosclerotic Heart Disease .30% 1.83% 16

Congestive Heart Failure - 1.05% 1.74% .60

Other 1.58% 4.56% 35

Cerebrovascular Disease: H6% 2.05% 32

Cerebral Seizure (Stroke) 23% 42% 55

Diseases of the Respiratory System: 7.97% 8.03% 99
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Table 6 (Continued)

Percentage Distribution of Diagnosis by Disease Type for
IHS Versus All U.S. Short Stay Hospitals

» % of All Diagnoses
(A) B) Ratio
IHS U.S. A/B
Chronic Obstructive Pulmonary
Diseases: 2.01% 297% .68
Bronchitis 41% .54% 75
Emphysema 04% 20% .19
Asthma 90% .83% 1.09
Bronchiectasis 08% 04% 1.82
Other Likely Disabling:
Respiratory Diseases 98% 1.48% .66
Diseases of the Digestive System: 8.29% 8.74% 95
Dental Disorders: 30% 21% 145
Likely Disabling 02% 06% 35
Ulcers.(Stomach & Sm. Intest.) 30% .59% S1
Hernia (with Gangrene) 01% .05% 32
Noninfectious Entritis and
Col'tis 1.02% .84% 121
Al holic Liver Damage .59% 17% 3.56
Other Likely Disabling 1.18% 1.54% a7
Diseases of Genito-Urinary Syster:1: 5.99% 7.83% a7
Renal Failure .60% .50% 1.20
Complications of Pregnancy, Child-
birth and the Puerperium: 18.29% 7.37% 2.48
Hypertension Compiicating Preg. 1.13% 28% 3.98
Diseases of the Skin and
Subcutaneous Tissue 2.45% 1.40% 1.76
Diseases of the Musculoskeletal
System and Connective Tissue 2.70% 5.26% S1
Arthropathies and Related
Disorders: 1.22% 1.61% 76
Osteoarthritis 27% 14% 37
Dorsopathies (Disords. of Back) 45% 1.70% 26
Rheumatism (Excluding the Back) 37% 16% 49




Table 6 (Continued)

Percentage Distribution of Diagnosis by Disease Type for
IHS Versus All U.S. Short Stay Hospitals

% of All Diagnoses
(A) B) Ratio
IHS U.S. A/B

Congenital Anomalies 1.12% 91% 1.23
Nervous System: 07% 05% 1.23

Spiaa Bifida 01% 02% a7

Hydrocephalus .04% 02% 2.04
Eye 02% 01% 2.03
Ear 05% 02% 2.17
Cleft Palate-Cleft Lip &
Deformities of the Tongue .06% 04% 1.70
Musculoskeletal Deformities: 22% 20% 1.10
Spinal 03% 06% 47
Downs Syndrome & Other
Chromosomal Anomalies . .06% 03% 2.08
Conditions Originating in the
Perinatal Period: 4,16% 2.45% 1.70
Low Birthweight 46% .30% 1.50
Birth Asphyxia & Respiratory
Distress .34% 26% 1.31
Symptoms, Signs, & Il Defined
Conditions 5.81% 5.84% 99
Injury and Poisoning: 9.77% 7.00% 1.40
Skull Fracture 42% .24% 1.74
Spinal Cord Fracture 14% 13% 1.05
Dislocation of Vertabrae 01% 02% 31
Sprains & Strains of Back
(Including Neck) .14% 45% 32
Intracranial Injuries
(Except Skull Fracture) .56% .39% 141
Traumatic Amputation of Limbs
or Digits .03% 03% .86
Late Effect of Injuries 13% 15% .88
Injury to Nerves & Spinal Column 10% .08% 1.28
TOTAL 16V.00% 100.00% 1.00

American Indians are relatively less likely to be hospitalized with all forms of cancer
(neoplasms) and all types of heurt and circulatory system diseases exc.  t rheumatic heart
disease and hypertension complicating pregnancy. This is consistent with low American
Indian death rates due to these diseases.
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American Indians are substantially more likely than others to be hospitalized with

diagnoses of infectious and parasitic diseases, mental disorders, eye and ear conditions,

perinatal conditions and injuries and poisonings. The high rate for mental disorders is due

entirely to alcohol dependency, while the relative rates for all other types of mental disorders

are 17ss than those for the U.S. population. The relative rate for alcohol dependency is over

three times that of the U.S. population as well as for the digestive system disorder, alcohol

liver damage. Among eye and ear conditions American Indians are disproportionately likely

to suffer from diabetic retinopathy and cataracts, more than twice as likely (in relative terms)

to suffer hearing loss, and four times as likely to have otitis media. The disproportiorate |

rates of perinatal conditions, particularly low birthweight and birth asphyxia, suggest
\

possible mental retardation and developmental disabilities. The injury and poisoning
diagnostic categories for American Indians are consistent with the high accident death rate
among American Indians. Disproportionately high rates are reported for American Indians
for the highly disabling categories of skull fractures, other intracranial injuries, and injuries
to the nerves and spinal column.

3

Disproportionate rates of diagnoses are indicated for several additional individual
subcategories presenting high probability of disability. American Indians are much more
lilzely than others to°be diagnosed with tuberculosis and diabetes mellitus. They are also
more likely to suffer from entritus and colitis as well as ill-defined intestinal infections and
renal failure. American Indians are also disproportionately likely to be diagnosed as having
several major types of birth defects including hydrocephalus, chromosomal anomalies, and
deformities of the eye, ear, lip, and tongue.

, n ion of diseases. The American Indian population is a younger

population and thus higher percentages of American Indian clients would be expected in the

younger age groups. However, the differentials between the two groups are striking. |
While the proportion of American Indians under the age of 16 in the population is 1.5 times |
that of All Races, the proportion of hospitalizations made up by this age group among |
American Indians is more than twice that for All Races. The proportion of diagnoses

pertaining to 16 to 34 year olds is also much greater among American Indians. This age

pattern is quite consistent across virtually all disease categories and serves to underscore the

health problems of Ameri .. Tndian children and young adults. A comparison of the age

distribution o American1 - .n and U.S. population hospital patients for detailed disease

categories is presented in appendix C-2.

Comparison of the sex distribution of diseases for American Indian and U.S. short
stay hospital patients indicates a slightly higher overall proportion of females in the IHS
hospitals; 60 percent of IHS patients versus 57.5 percent of U.S. population diagnoses
come from female patients. This is primarily due to the high number of hospitalizations due
to pregnancy, resulting from the higher birth rate. The sex distribution patterns for most
disease types show reasonable parallel patterns between American Indians and all U.S.
patients and thus disease specific data by sex are not presented here.

Geographic distribution of disease types among the THS service population. The

percentage distribution of diagnoses by disease category for each IHS region are :esented ‘

in Table 7, while state distributions for 16 states are shown in Appendix C-3. Only IHS
data are shown on a geographic basis because such geographic breakuowns are not available
for the U.S. sample data presented in the previous tables. The state classification is based
on the client's state of residence and the 16 states selected include ali states with a total of
4,000 or more diagnoses over the three year period. Data are not displayed in instances
where fewer than 40 diagnoses of a given disease category occurred for a given IHS area or
state.
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Table 7

Percentage Distribution of Diagnoses by
Disease Typ2 and THS Area

Aber- Bemi- Albu- Bill-
deen  dji quer Alaska ings

Nash- Phoe-
ville nix

Port-
land

Nava-
jo

Infectious and Parasitic
Diseases

Tuberculosis
Neoplasms:
Malignant

.66
A3

Endocrine, Nutritional, and

Metabolic Diseases:

Diabetes Mellitus

11.40

8.03

Disezses of the Blood and

Blood Forming Organs
Mental Disorders:
Alcohol/Drug Depend.

Discases of Nervous
System:

Epilepsy

2.10
5.51
271

1.62

Degenerative Disorders of

Nervous System

Eye Conditions:
Cataract

58
.83

Other Likely Disabling  ---

Ear Conditions:
Otitis Media

Diseases of Circulatory
System:

Disecases of Respiratory
System

Chronic Obstructive
Pulmonary Dise.ses

Other Likely Disabling

Respiratory Diseases




Table 7 (Continued)

Percentzze Distribution of Diagnoses by
Disease Type and IHS Area

Tucson Aber- Bemi- Albu- Bill- Okla- Nash- Phoe- Port- Nava-
deen  dji quer Alaska ings homa wville nix land jo

Diseases of Digestive
System: 762 862 735 1010 743 925 84Z 757 7221035 17.99
Noninfectious Entiritis and

Colitis 224 181 J5 L1065 1.08 .77 117 .36 1.29 1.16
Alcoholic Liver

Damage .85 .69 40 106 .17 .82 .40 45 91 65 .39
Other Likely Disabling 1.09 197 202 189 135 205 150 121 124 2.19 1.00
Diseases of Genito-
Urinary System: 526 553 470 660 508 580 7.03 770 6.73 6.08 5.33
Renal Failure 1.03 73 40 93 16 43 43 133 83 44 .59
Complications of
Pregnancy, Childbirth
and Puerperium: 1443 1198 874 14.89 16.71 1231 2547 1238 13.46 14.08 27.65
Hypertension

Complicating Preg. 1.53 .50 S8 116 83 61 1.8 82 121 .51 2.00
Diseases of the Skin and

Suhcutaneous Tissue 465 3.01 236 259 200 241 1.87 334 3.19 20z 1098
Diseases of the Musculo-
skeletal System and
Connective Tissue: 265 276 303 259 430 328 219 273 275 3.87 1.86
Arthropathies,

Rheumatism,

andRelated Discrders  1.67 157 159 150 2.83 176 127 146 164 235 1.08
Congenital Anomalies .70 82 58 L1 139 7z 97 83 117 55 1.7
Conditions Originating

in the Perinatal Period  3.17 311 179 3.51 285 173 663 220 427 i.8 5.13
Symptoms, Signs, & 111
Defined Conditions 588 645 846 6.17 606 6.66 447 178 6.08 420 5.09
Injury and Poisoning: 10.00 1098 10.18 10.37 11.82 1229 5.12 522 11451145 9.15
Intracranial Injury,

Including Skull Fracture .87 130 106 1.07 108 150 .54 .63 106 127 .69
Injury to the Spinal

Column, Back, or Nerves --- 42 35 37 53 68 .22 39 .68 .31

5% g2
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The regional datz underscore the fact that American Indians are a heterogeneous group
representing differing sets of health problems. The diabetes diszase category provides a
prime eximple of this phencmenon. Diabetes makes up more than 6 percent of all
diagnoses in four IHS areas (Nashville, Tucson, Bemidji and Phoenix), a rate which is
more than double that of the general population as shown in Table 6. At the same time,
diabetes makes up less than one percent of the case load in the Alaska area. Most strikingly,
Tucson and Phoenix areas have over six percent of their case load composed of diabetes
while the Navajo area has less than three percent of its diagnoses in the diabetes category.
This shows that the relative prominence of a particular disease can vary markedly even
among American Indian groups residing in a given geographic area. Tter-area differences
in.the prominence of particular disease categories may also reflect difterences in the
expertise of IHS staff ard their efforts to identify and treat patients with that disease.

Substantial differentials in the proportion of diagnoses accounted for by.particular
diseases are present across virtually all disease categories. Alcohol and drug dependency’
make up a particularly large proportion of all diagnoses in the Aberdeen and Albuquerque
areas. ‘Otitis media is particularly prevalent in the Alaska 7' S area. Percentage rates of
circulatory diseases tend to be higher for eastern IHS arezs than for most of the westemn
areas. Respiratory disease and particularly chronic obstructive pulmonary disease tend to be
most prevalént in the rorthern IHS areas, as do aithropathies and other diseases of the
musculoskeletal system. The percentage of diagnoses made up of injuries and poisonings
is considerably lower for the Oklahoma and Nashville areas than for the other nine areas. A
relatively strong correlation between the percentage of alcohol dependency diagnoses and
the percentage of injury and poisoning diagnoses is also apparent, suggesting thac alcohol
-abuse does influence injury rates. State to state disease parterns gene:ally parallel the IHS
area patterns.

Summary. The rate of diagnosed disease based on hospitalization data is considerably
lower for American Indians in IHS service areas than for the U.S. population as a whole.
Given the high death rates of Anierican Indians at early ages and other evidence of American
Indian health problems, this lower rate appears to indicate that American Indians generally
have less access to inpatient medical services.

Percentage distributions of diagnoses by disability-_riented disease class indicate that
American Indians are disproportionately likely to have exhibited several diseases and
conditions which tend to be disabling. These disease categories include tuberculosis,
diabetes, alcohol dependency and rela.ed conditions, eye and ear conditions, entritis and
colitis, renal failure, perinatal ccditions and several forms of congenital disorders, and
accidents and injuries.

The age distribution of diagnosed diseases clearly reflects the fact that American
Indians tend to have health problems at earlier ages than other groups. While the American
Indian population is younger than the U.S. population as a whole, this only partially
explains the disproportionate numbers of young clients in the IHS data. American Indians
under the age of 35 are clearly more likely than others in their age group to experience a
wide variety of medical problems.

Ceographic comparisons of the distribution of diagnosed diseases suggest thai
American Indians are a very diverse group and that policies need to be tailored to the needs
of particular American Indiar populations.
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A Comparison of THS Hospitalization and RSA
Rehabilitation Data by Disability Category

The IHS hospit:lization data discussed abov have been organized into disability-
oriented categories which can be made to approximately parallel the major disability
categories used by RSA in providing vocational rehabilitation services to clients. The
limitations of this analysis muist be clearly understood. Some of the hospitalization
diagnostic categories narrowly define small numbers of patients who are very likely to have
a disability which can be appropriatcly served by vocational rehabilitation. At the same
time others of the hospitalization diagnostic categories provide large pools of patients with a
much smaller proportion of those in the pool being likely to have a disabling condition
which can be served by RSA. Thus any comparisons made must be in relative terms. If
the percentage of American Indian diagnose. in a disease class is much higher than the
percentage in that disease class for all U.S. hospitals, it is reasonable to expect a
corresponding relationship between American Indians and other clients in vocational
rehabilitation programs. The trcatment or service ratios for American Indians compared to
all groups can be compared across the two data sets. The IHS hospitalization data covers
only states served by IHS, while national RSA data are used. Given the limitations and the
very-indirect nature of the data, resuits must be interpreted very cautiously.

The data presented here can in no way measure the overall appropriateness of the
number; of American Irdians served by RSA, nor can it evaluate the effectiveness of that
service. These issues have been addressed in a study (Morgan and O'Connell,1987) which
indicates that .smerican Indians are substantially underserved on an overall basis by RSA,
and that rates of successful rehabilitation among those American Indians who are served are
lower than success rates for other groups for a variety of reasons. An American Indian
who is disabled was found to be only 60 percent as likely as other individuals who are
disabled to enter the vocational rehabilitation system and be successfully rehabilitated
through RSA. The tables presented here can only identify categories of disease which are
more or less underserved than others, and do not address the overall level of services
received across disability types.

The distribztions of diagnoses by disabilit, type for IHS and U.S. short stay
ho.pitals are presznted in Table 8. These distributions are very similar to those presented
in Table 6 above except that disease categories have been aggregated wtere necessary to
correspond to IHS major disabling condition categories. Not all disease categories are
included in Table 8. In general, only those disease classes specifically identified as
subcategories in Table 6 and the "other likely disabling" categories of Table 6 are translated
into an appropriate category of Table 8. The classifications scheme presented in Appendix
C-1indicates the ccrrespondence established between ICD and RSA codes. Table 8 does
not provide any startling results not noted earlier.




Table 8

Distribution of Diagnoses by Disability Type for
IHS Versus U.S. Short Stay Hospital

Percent of Ali Diagnoses

(A) B) Ratio

IHS U.S. A/B
Conditions of the Eye 1.25% 99% 1.26
Cataract 33% 27% 1.22
Glaucoma 08% 10% 84
Other Disease 5% S5% 1.38
Congenital 02% 01% 2.03
Accident - Other 06% 06% 1.02

Couditions of the Ear 2.20% T7% 2.87 -
Disease 1.99% 67% 295
Congenital 05% 02% 2.17
Accident - Other 16% 07% 2.35
Orthopedic Conditions 3.67% 4.05% 90
Cerebral Palsy 04% 04% 93
Congenital 29% 25% 1.13
Arthritis 1.22% 1.61% 76
Stroke 23% 42% S5
Other Diseases & Degenerative Conditions 49% 65% .76
Spinal Cord 25% 24% 1.05
Accident - Other 1.14% 82% 1.39
Psychological Disorders 6.55% 4.87% 1.34
Psychotic Conditions 6% 1.20% 47
Psychoneurotic Conditions 60% 87% 70
Alcohol Abuse 3.62% 1.10% 3.28
Drug Abuse 08% 23% 35
Other Character Disorders '61% 1.39% 1.16
Mental Retardation 08% 09% 89
Other Disabling Conditions 31.48% 48.02% 66
Cancer 1.44% 4.15% 35
Asthma & Allergies 90% 83% 1.09
Diabetes Mellitus & Other Endocrine Cond.  4.66% 297% 1.57
Blood Conditions 1.98% 2.03% 98
Epilepsy 20% 19% 1.02
Other Nervous System 60% 1.18% S1
Heart and Circulatory Conditions 7.69% 20.41% 38
Respiratory Conditions 2.09% 3.62% S8
Dental Conditions 30% 21% 145
Digestive Conditions 3.11% 3.18% 98
Genito-Urinary Conditions 540% 7.33% 74
Penal Failure 60% S50% 1.20
Speech Impairments 06% 04% 1.70
Skin Conditions 2.45% 1.40% 1.76




The corresponding distributions of American Indians and others accepted a: RSA clients
are presented in Table 9. The data presented there represent American Indian VR clients and a
sample of general population clients served over fiscal years 1980 through 1982.

Table 9

Distributicn of Accepted RSA Cases by Disability Type for
American Indians Versus All Clients

Percent of Accepted Cases

(A) (B) Ratio
AL U.S. A/B

Conditions of the Eye 5.26% 7.64% 82
Cataract 1.01% 127% 79
Glaucoma 33% 46% 73
Other Disease 2.26% 2.98% 76
Congenital 85% 1.22% J0
Accident-Other 1.81% 1.72% 1.05
Conditions of the Enr 341% 4.32% 79
Discase 1.09% 1.49% 74
Congenital 7% 1.13% 68
Accident-Other 1.54% 1.70% 90
Orthopedic Conditions 24.31% 25.76% 54
Cerebral Palsy S52% 99% 52
Congenital 1.46% 1.98% 74
Arthritis 2.66% 2.17% 122
Stroke 60% 83% 72
Other Diseases & Degenerative Conditions 2.50% 3.61% 69
Spinal Chord 2.36% 2.00% 1.18
Accident-Other 14.22% 14.18% 1.0C
Psychological Disorders 48.29% 41.65% 1.16
Psychotic Conditions 4.15% 7.52% S5
Psychoneurotic Conditions 5.20% 8.11% 64
Alcohol Abuse 19.35% 5.80% 3.34
Drug Abuse 1.52% 1.54% 99
Other Character Disorders 9.45% 7.84% 121
Mental Retardation 8.60% 10.84% 79
Other Disabling Conditions 16.34% 19.15% 85
Cancer 70% 87% 80
Asthma & Allergies S53% 1.01% 53
Diabetes Mellitus and Other Endocrine Cond. - 1.59% 2.00% 79
Blood Conditions 30% 42% 70
Epilepsy 2.10% 2.20% 96
Other Nervous »ystem S1% 1.17% 69
Heart and Circulatory Conditions 2.52% 3.98% 63
Respiratory Conditions 69% 91% 76
Dental Conditions 2.89% 1.72% 1.68
Diyestive Conditions 143% 1.75% 81
Genito-Urinary Conditions 1.73% 2.00% 37

<nal Failure 42% 20% 2.06
Speech Impairments 39% 52% 5

Skin Cenditions 25% 40% 62

Talie 10 compares the service or treatment ratios of the IHS and the RSA data across
categori:s of major disabling conditions, where a ratio greater than one indicates a
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disproportionate percentage of American Indian patients/clients in the specified disability
category. ‘The ratios indicate substantially lower service ratios by RSA for most sensory
disorders. RSA service ratios are lower than those for IHS in all categories of eye and ear
conditions. The difference is particularly large for all categories of ear conditions and for
congenital eye conditions, although the latter may have limited meaning due to the very
small numbers of cases involved (see percentages in Table 9). RSA's service ratio for
orthopedic conditions is slightly higher over all then that for the IHS hospitalization data.
However, the service ratio for orthopedic impairments-du: to accidents is substantially
lower for RSA. The service ratios for psychological disorders carinot be meaningfully
compared due to the huge disparity in the absolute importance of this category between the
two data sets. Psychological disorders make up over 40 percent of all RSA cases and less
than 7 percent of IHS diagnoses. Hospitalization data clearly do not adequately cover
many.types of psychological disorders. The limited data available suggest that RSA is
serving psychological disorders at a rate consistent with the IHS data. The disparity
between individual categories and the ratics for all psychological disorders is caused by the
extreme dominance of alcohol dependency in the IHS data. In other disabling conditions
the RSA service ratio is generally higher than that for IHS hospitalizations. Notable
exceptions are in the areas of diabetes, asthma and allergies, speech impairments, and skin
conditions.
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Table 10

Comparison of RSA and IMS Service Ratios For American Indians

Ratio American Indian to
General Population
Service Pe..entages

RSA THS
Conditions of the Eye 87 1.26
Cataract 79 1.22
Glaucoma 73 84
Other Disease .76 1.38
Congenital 10 2.03
Accident - Other 1.05 1.02
Conditions of the Ear .79 2.87
Disease 74 295
Congenital .68 2.17
Accident - Other 96 2.35
Orthopedic Conditions 94 90
Cerebral Palsy 52 93
Congenital 74 113
Arthritis 1.22 76
Stroke 72 S5
Other Diseases & Degenerative Conditions .69 76
Spinal Cord 1.18 1.05
Accident - Other 1.00 1.39
Psychological Disorders 116 1.34
Psychotic Conditions 55 A7
Psychoneurotic Conditions .64 .70
Alcohol Abuse 3.34 3.28
Drug Abuse 99 35
Other Character Disorders 1.21 1.16
Mental Retardation .79 .89
Other Disabling Condit'ons 85 .66
Cancer 80 35
Asthma & Allergies 53 1.09
Diabeies Mellitus & Other Endocrine Cond. 79 1.57
Blood Conditions .70 98
Epilepsy 96 1.02
Other Nervous Systeim .69 Sl
Heart and Circulatory Conditions .63 38
Respiratory Conditions .76 58
Dental Conditions 1.68 1.45
Digestive Conditions 81 98
Genito-Urinary Conditions 87 74
Renal Failure 2.06 1.20
Speech Impairments 5 1.70
Skin Conditions 62 1.76
83
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Summary. The data presented above can provide only a very tentative appraisal of
relative rates of service across disease types between RSA and IHS. Other Jcudies
(Morgan & O'Connell, 1987) suggest that the American Indians are substantiaily
underserved overall by vocational rehabilitation agencies. The comparisons prest.nted here
indicate that RSA's service ratio for American Indians is substantially lower thau that based
on IHS hospitalization data in all areas of sensory disabilities, orthopedic impairments due
to accident, asthma and allergies, diabetes, speech impairments, and skin conaitions. It is
not appropriate to treat the hospitalization data as a true incidenice measure against which
RSA performance is to be compared, since IHS may overserve cr underserve particular
disease classes as wed However, areas of major divergence between the two ratios do
suggest possible service gaps which should be investigated.

A special analysis of California's Indian population was t:ndertaken because
comparable data from California is not currently available from this state in the national
Indian Health Service data bank. Appendix C-4 provides-a summary of this analysis.

Generally speaking, the analysis of California American Indian data does not show
marked differences from the findings reported for the nation as a whole.

snalvsis of Select THS A Regi

Because the American Indian population is heterogeneous, residing in widely
varying environments, with unique genetic backgrounds;, and experiencing many differing
work and living conditions, health and disabling conditions within this group cannot be
assumed to be identical. It is important to investigate. regional differences and similarities
of disabilities and disabling conditions affecting the Indian population to show specific
nceds and gaps in service requirements. Such an analysis provides a broader picture of the
disabled Indian.

This section of the report is intended to look at selected regional groups in order to
highlight significant health conditions that are likely to result in some form of disability.
The selected IHS regions, Navajo, Billings, and Alaska, were chosen for a regional review
of health status because they represent three regions of the country with unique
environmental, climatic, and tribal differences. Further, these IHS regions have developed
pediatric handicapped registers which were made available to us for analysis. Site visits
made to each area enabled the researchers to identify and collect many seccndary sources of
data specific to health conditions from each region. Although data was collected and
analyzed from the Indian Health: Service inpatiént/outpatient client data bank, service
delivery systems often make note of the original treatment diagnosis and not the major
disabling condition. Further, many disabling conditions, such as developmental
disabilities, do nut necessarily present themselves in.a medical state facilitating easy
identification of disability problems. They may evade identification during the early years
of a child's :fe until the child reaches school age. Additionally, beczuse the Indian Health
Service does not generally compile its data in a manner facilitating the calculation of
disability prevalence rates, local IHS and tribal research and research performed by outside
groups were reviewed to provide a more comprehensive picture of American Indian and
Alaska Native with disabilities.

American Indians with Disabilities in the Navajo Area

The Navajo Nation was selected for closer scrutiny in this study Secause it occupies
a unique position as the largest tribe in Indian country with a pop‘ation almo, ~ - times
that of the second largest tribe and a rural, isolated reservation Jand base located in three
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states. Because of the insular, traditional nature of Navajo society and because of the
tribe's size and distance from non-Indian health services, it has long been a valuable subject
for Indian health .¢search. In addition, one of the nation's three federally-funded Indian
Vocational Rehabilitati.n programs is operated on the reservation administered through the
tribal structure at Window Rock, Ari~ona.

According to Indian Health Service population estimates, in 1986, 171,097 Indian
people i*ved on or near the Navajo reservation. The reservation comprises 2! ,000 square
miles and 1s largely economically undeveloped. Located in northern Arizoni and
northwestern New Mexico, the reservation also extends into southern Utah and touches the
border of Colorado. The land is rural and much of it'is inaccessibie except by horse or
four-wheel drive vehicle. There are no large metropolitan areas. Seventy-eight percent of
the population is located in seven small communities; the rest is widely scattered in small
family setilements with few families having telephones, central heating, electricity, g s, or
running water (U.S. Bureau of the Census, 1980). Clean water and adequate sanitaiion
services are not available in many rural areas of the reservation.

The Navajo Health Systems Agency (1987) reports that the Navajo pecple
comprise approximately 94% of the reservation population, with the rest consisting of
Whites and Indians from other tribes. In 1983, 51% of the population was female and
49% was male. The birth rate is high (26.8 per 1000 persons in 1984) and the overall
population is increasing by approximately 2.5% pér year. The overall Navajo population is
young with one-half of the population below the age of 19 and only 4% over the age of 65.

Educationally and economically, the Navajo are extremely disadvantaged. In 1980,
approximately 35% of reservation-based Navajos 25 years and over were high school
graduates (compared to 72.3% in the State of Arizona) and only 3.2% of that group had
graduated from college. The median family income on the reservation in 1979 was $9,079,
as compared to $24,540 for the U.S. and $19,017 for Arizona; 49% of the Indian
population had incomes below the poverty level, as compared to 9.2% of the U.S. and
13.2% of the Arizona population (U.S. Bureau of the Census, 1980).

Economic activities on the reservation consist primarily of the provision of services
to the resident population, the mining and export of mineral resources {coal, petroleum, and
uranium), and the raising of livestock. Twenty percent of employed persons in 1981
worked for the tribal or federal governments. The official Navajo unemployment rate for
1983 was 35.3% and v:as believed by the tribe to significantly underreport the unemployed
population, as many individuals were riot in the regular work force (Navaje Health
Systems Agency, 1985).

The health system serving the Navajo Natiun consists mainly of the Indian Health
Service (IHS) and, to a lesser e-tent, private provi‘ers. The Indian Health Service
maintains six hospitals with a total of 400 beds. Nine outpatient health centers and 13
health stations dot the reservation. One additional health center is managed by the Navajo
tribe under P.L. 93-638, the Indian Self-Determination and Educational Assistance Act.

In many parts of the reservation, health 1. cilities are not easily accessible because of

the long distances (up to an hour) that people must drive over rough, sometimes impassable
roads. Additional health care services may be contingent upon eligibility requir-.nents
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and/or availability of required services. Speciality care not available at the IHS facility may
be purchased by contract at other distant locations such as Phoenix, Arizona, or
Albuquerque, New Mexico.

According to the Navajo Health Systems Agency-(1986), there are four major
environmental issues facing the Navajo Nation; these are radiation contamination,
overgrazing of the land, pesticide contamination, and oil and gas mining and development.
Uranium mining began on the Navajo Reservation in the 1940s and in the early years
worker safety and cleanup of radioactive waste material were not required in leases and
contracts. The rising lung cancer rate among former uranium miners and the contamination
of some gmund water supplies and other areas of public access are of particular public
health concern. Based on a study of more than 700 Indian uranium miners, the increase in
the risk of lung cancer among Navajo miners is estimated to be at least 85 fold (Schwartz,
1979). Further, the health of Indian families is threatened by such mining. Discarded mill
tailings were used for construction of homes, schools, hospitals and roads in Grand
Junction, Colorad¢. Inside the homes, the radioactivity was found to be more than 100
times the normal exposure level (Tso, 1980). The incidence of congenital deformities
-among newborn infants subsequently increased (Schwartz 1979). Improper disposal of
pesticides used in livestock dipping and spraying has aiso led to contamination of water and
food supplies {Navajo Health Systems Agency, 1985).

Source of Data and Limitations. Comprehensive statistics or: the disabled Navajo
population were not available from any source. Outpatient and inpatient diagnoses for FY
1986 were obtained for Navajo Area IHS hospitals and clinics. In addition, a register of )
handicapped Navajo children maintained since 1983 by the Navajo Area Physical Therapy f
Department was procured. The very large body of heaith research performed on the
Navajo population was reviewed and numerous articles from the existing professional
literature addressing specific disabilities were analyzed. Because of the fragmented and
incomp:ete nature of the data, a special effort was made to meet with IHS and tribal staff
-and to speak with proiessional staff by telephone to cbtain additional insights and
observatior=. A site visit to the Navajo Reservation to meet with the Indian Health Service
health planner, the director of the Navajo Vocational Rehabilitation Program and the Navajo
isealth Systems Agency staff was made to gain a tribal, as well as an IHS, perspective.

With the exception of the pediatric register, the IHS data system does not report the
numbers of patients but presents the data in terms of "patient visits". In addition, because
of the severe limitation of resources within IHS, the numbers of patients served are not
entirely reflective of the prevalence of a given health problem as services are contingent
upon the availability of funds and providers to serve the clientele, as well as on IHS
medical priorities. Also, as noted-above, IHS has a medical orientation and is nct in the
business of quantifying disabilities which may not always result in the provision of 'nedical
services. Therefore, the IHS data can only be used as a general guide to the major
disabling conditions among the population. In this regard, the outpatient data is particularly
neeced to capture information on long-term conditions that require regular monitoring
without hospitalizations.

Pediatric Handicap Register. The leading categories among Navajo children
reported as a disability by the Navajo Area Indian Health Service on the pediatric handicap
register are presented in Appendix C-5. The most frequently appearing disabilities on the
Navajo pediatric handicap register in order of pzevalence are:
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. Developmental delay

. Seizure disorder

. Orthopedic disorders (combined category)

. Language/speech delay

. Problems related tr; meningitis

. Problems related to prematurity

. Cerebral palsy

Mental retardation

Fetal Alcohol Syndrome/Fetal Alcohol Effect

VHONAUNAWN -

It appears that several of these leading health conditions raay have common origins,
at least in some cases: Developmental delay, language and speech delay, cerebral palsy,
and mental retardation are frequently related to low birth weight.

Teenage women have a significantly higher than average risk of giving birth to low
weight infants. On the Navajo Reservation and throughout Indian country teenage women
have much higher birth rates than the U.S. as a whole. Between 1981-1983,
approximately one out of ever; 5 Navajo babies was born to a teenage mother. Almost 6%
of these babies were underweight (less than 2500 grams) at birth. Thus if large numbers of
Navajo infants are born to teenage mothers, they have an increased risk of having a low
birth weight. If appropriate speciality care is unavailable, these infants are likely to develop
serious debilitating health conditions leading to disabilities.

Bacterial meningitis is another medical condition which may lead to problems of
developmental delay, seizure disorder, orthopedic disorders, language delay, and mental
ictardation. Bucterial meningitis is also a major cause of death among Navajo infants and
young children. Jn 1968-1973, bacterial meningitis was found to occur in Navajo children
at a rate of 27.7 per 100,000 population, compared to 5.9 in Bernalillo County, New
Mexico, in 1964-71 (Coulehan et al., 1976). In 1973-1980, the incidence at Navajo of
meningitis related to Haemophilus influenza was 152 per 100,000 population (Centers for
Disease Control, 1986). In another study of Southwestern Arnerican Indians, 30% of
patients surviving this disease had documented persistent neurological aonormalities
including intractable seizures, mental retardation, developmental delays, hemiplegia,
quadriplegia, language delays, hearing loss, cortical blindness and organic hyperactivity.
Seven percent of patients contracting the disease subsequently died. (Yost et al., 1986).

The relationship between bacterial. meningitis and Haemophilus influenza (Hi) has
been well-documented. Efforts to reduce the iincidence of Hi have been hampered:by the
fact that most Indian children contract Hi before the age of 2 years, when existing vaccines
are largely ineffective. Efforts to develop an improved vaccine are underway (see Alaska
report for more discussion).

Fetal Alcohol Syndrome (FAS) and Fetal Alcohol Effect (FAE) are other diso~ders
asscciated with developmental delay, seizures, orthopedic disorders, cerebral palsy, and
mental retardation, among others. FAS has emerged over the past few years as possibly
the major cause of serious health problem among Navajo Indians. A preliminary study
conducted by May (1984) on the Navajo Reservation found that one of every 690 births
exhibited FAS and/or FAE sympton 3. The prevalence of the condition was 1.6 per 1,000
population in ages 0-14. Fetal Alcohol Effect (FAE), a milder form of in-utero damage,
was found in a ratio of 1:1 with FAS at Navajo. The prevalence of FAS and FAE in the
Navajo population aged 0-14 was found to be 2.5 per 1,000. This rate is roughly
comparable to the rates reported in Sweden, France, and Scatile, Washington, and is
slightly lower than the rate found in the Pueblo Indians (2.7 per 1,000); it is significantly
lower than the rate found in two Flains tribes, Apache and Ute (19.5/1,000). However,
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more research must be done to validate the preliminary study. The Navajo FAS rate of 1.6
may also be compared with a rate of 4.2 found in the Alaska Native population (Alaska
Area IHS unpublished study). This difference may reflect real differences in the
populations, or be related to the accuracy with which the condition is being reported on the
respective reservations.

Fetal Alcohol Syndrome is presently the subject of an IHS-wide education
campaign. However, funds are limited and local areas are pursuing efforts on their own
initiative.

Physical disabilities. Dlsablhty from trauma due to accidents is high among the
general Indian population (May, unpublished), although the prevalence and range of
disability from this source has not been quantified.. As accidents are the leading caut. of
death for both sexes on the Navajo Reservation, it can be assumed that disability from this
cause is also high at Navajo. Amputations result from injuries (35-40 per year), diabetes,
and a small number of industrial accidents (Swett, 1987). It is evident that more
information should be gathered or the types and prevalence of disability due to accidental
trauma.

‘Swett (1987) provides the following information regarding Navajo physical
disabilities: "Our incidence of spmal cord injury have come down to near the national
average in the past five years with t'ie improved emergency capabilities all over the Navajo.
List follows:

Spinal Cord Injuries Actively followed 190 SCI patierts. Patients who ar.2
partlal injuries are removed only if they need no
services. 7-10 new patients per year average.

Amputees There are about 500 on the Navajo, mainly lower
extremity. Most are over 40 years old and at least 50%
are secondary to diabetes. Most do not require
Vocational Rehabilitation serv:ces, partially due to age.

Head Injury There are approximately 400 head injured people who
have some residual disability. There are probably
approximately 15 new disabilities per year.

Stroke, Heart There are very few in number and attacks & other
usually involve people in an age neurological group
older and not mterested in diseases being retrained for
any occupation."”

Rates of epilepsy and seizure disorders have been found to be significantly higher
among several southwestern tribes than in non-Indian comparison communities. The
difference in rates was primarily caused by accident trauma; many of the accidents were
alcohol-related (Levy, 1981).
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Behaviorally-related disabilities. Four of the ten leading causes of death in the
Navajo IHS Area in 1981-83 were related to behavioral problems. These leading causes ¢f

death were:
Rate per Times Greater than the
100.000 pop.

1. Accidents & adverse effects 158.7 4.3

2. Suicide 15.4 1.3

3. Homicide 15.0 1.6

Within the category of accidents, motor vehicle acc:dents was the major causal
subcate<;ory with a mortality rate of 95.9 per 100,000 population;, 5.0 times the rate for the
U.S. as a whole (Navajo Area IHS, 1986).

Chemical dependency. Alcoholism has been identified by the Health and Human
Services Committee of the Navajo Tribal Council as the leading health problem among
Navajos. Population groups at highest risk and in need of prevention or treatment services
include school-aged youth, those jailed or hospitalized for alcohol-related problems,
inhalant abusers, and families relocated from the land dispute arcas who are under
psychological stress. Families experiencing comestic violence are also in need of special
help (Navajo Health Ststems Agency, 1982).

A survey of 5,545 Western Navajo youth aged 8-10 years conducted by the Navajo
Tuba City Adolescents Substance Abuse Program found that 60% used alcohol, 21% used.
marijuana, and 4% reported deliberate inhalation of toxic substances (Navajo Hezlth
Systems Agency, 1987).

Alcoholism is a special. problem among the Navajo, as with most other Indian tribes,
because of the widespread nature and severity of the problem and the unique conditions and
factors contributing to alcohol use and abuse among Indians. The Navajo Reservation is a
“dry" reservation, prohibiting the sale of alcohol within the reservation boundaries. Those
individuals wishing to purchase alcohol have to drive long distances off the reservation to
purchase the liquor. Road conditions to and from the reservation can be primitive,
coni?l.inded with the ler 3th of the drive and the condition of the driver, vehicular accidents
are likely.

Menta] disorders. The prevalence of disabling mental and emotional disorders on the .
Navajo Reservation has not been estabiished; however, it can be assumed to be very high,
based on the leading causes of death and other indicators of social dysfunction such as
alcoholism.

The following illustrates the percent by category for inpatient diagnosis for mental

discrders in 1985:
Category Percent
1. Non-organic psychotic conditions 34%
2. Other mental disorders 19%
3. Neurosis/personality disorders 17%
4. Acute stress reactions 17%
5. Organic psychotic conditions 13%
(excluding alcoholism)
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Forty-four percent of mental health hospitalization; were among males and 56%
among females. This is in conirast to alcohol and drug abuse hospitalizations where 60%
and 85 %, respectively, were among males.

The Navajo Nation Master Health Plan estimates the number of developmentally
disabled Navajos at between 9,000 and 13,500 persons, a prevalence of between 53 and 79
per 1,000 population. The Plan also reports that, of this estimated number, 3,000, or less
thun 21%, have been identified and are receiving services. (Navajo Health Systems
Agency, 1982). Swett (1987) reports that the Navajo Area IHS has 1800 developmentally
delayed individuals on its computerized data base. IHS statistics show about a 3%
incidence of developmental disability in newborns.

Sensoty Disorders: Serious astigmatism (greater than 2 diopters) has been found to
be extremely prevalent among Navajo children; 26% compared to approximately 2% in the
total U.S. poprlation (Garber, 1981). Similar vision problems have also been seen among
75% of an Alaska Native cohort (See Alaska report).

Otitis media, an infection of the middle ear, is extremely prevalent among Navajo
children. In a mass screening from 1578 to 1980 on the Navajo Reservation, Nelson and
Rerry (1984) found that 4.0% of the children had eardrum perforations, 2.3% middle ear
infusions, 1.9% eardrum atelectasis, and 0.4% sensorineural hearing loss. The prevalence
of hearing loss was artificially low because the children with bilateral moderat< to severe
loss were for the most part in special programs off the reservation and were not captured in
this study. Navajos appear to be more seriously affected than most other Southwest tribes.

Although the prevalence of permanent deafness due to otitis media does not appear
to be extremely high, the presence of the disease in 4.2% of Navajo children (Nelson and
Berry, 1984) has very serious implications for the psychological and social development of
these children-{(#fcShane, 1982), as well as for language acquisition and school
performance.

. There is some controversy over the disabling effects
of congenital hip dysplasia, a condition found among the Navajo with an incidence of 1.7%
(Pratt et al., 1982). Corrective surgery performedi by the Indian Health Service was found
to be more msablmg than the dysplasia itself. Fusion of the hip joint resulted in restriction
of the joint limiting suck: activities as horseback riding, a necessary task for many sheep
and cattle ranchers. Uncorrected hip dysplasia may lead to an ahnormal gait but has not
resulted in frank hip dislocations since the use of the cradleboard has decreased.

Other medically related problems. In a cross-sectional study of Navajo diabetics,
retinopathy was found in 50% of all patients with: a duration of known diabete ; of 5 or
more years. In Navajo and Hopi patients who had known diabetes ten or more years, 57%
had retinopathy, 40% had nepropathy, 21% had peripheral neuropathy, and 28% had either
amputations or peripheral vascular disease. The development of these complications
appears to be similar to those in other races (Rate et al., 1983).

The death rate from cancer at Navajo, though low by comparison with the U.S.
rate, ficcreased by 23% between 1972-74 and 1980-83 (U.S. Contress,OTA, 1986). This
indicates a probable increase in the prevalence of cancer on the reservation.

Two recent studies have documented a connection between increased rates o. .ung

cancer and radiation exposure through employment in the uranium mines (Samet et al.,
1984; Gottlieb, 19872). It can be expected that as the present population of current and
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former uranium miners age, the rate of this disabling condition will increase. Non-miners
exposed to mill tailings and contaminated water may also be developing cancer at higher
rates in the next few years.

Low level radiation and other resulis of uranium mining and milling are presently
being studied 4s a possible cause of birth defects among the Navajo in the Shiprock area.
Preliminary results show some evidence of birth defects during the late 1960s and the
1970's (Norwood, 15%5; Goodman, 1734). Also, the 1980-1982 age-adjusted Navajo
Aeath rate from congenital anomalies was ..4 per 100,000 popuiation, 1.4 times the U.S.
All-Rices rate and higher than eitlier Alaska or Billings.
|
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The IHS Billings Area consists of the states f Montana and Wyoming. The state
of Montana, located in the Northwestern United States, is home to the Blackfeet, Crow,
Assiniboine, Gros Ventre, Sioux, Salish, Kootenai, Northern Cheyenne, and Chippewa-
Cree tribes. “There are seven reservations in the state: five located along the northrm
border (Flathead, Blackfeet, Rocky Boy, Fort Belknap, and Fort Peck), and two located on
the southern border (Crow and Northern Cheyenne). The state of Wyoming includes the
Wind River Reservation in Wyoming on which live the Shoshone and Arapahoe.

According to the 1980 U.S. Census, the state of Montana Indian population
(37,300) comprised 4.7% of the total state population (786,690). Forty-nine percent of the
Indian population was. malz and 51%¢was female. Fifty percent of the population was
below the age of 20 years. The total 1986 IHS service population for the reservations in
the Bilings Area (Montana and Wyoming) was 44,233 and is increasing at the race of
appro} ‘mately 2.9% per year (IHS population estimates). In addition to the Indian people
living on the reservations, there is a sizeable Indian population elsewhere in the state,
primarily in the urban areas. The 1980 U.S. Census reported the urban Indian population
it Montana to be approximately 9,995 (U. S. Census, 1980). The Wind River service
population constitutes 12.4% cf the Billings Area IHS service popuiatiot.

The Billings Area tribes are related to a group called tne Plains Indians, who are
found tizoughout the Western United States east of the Rocky Mountains. Plains tribes
share certain social, religious and cultural similarities. TScy also share a harsh climate with
cold, snowy winters and extreme heat in summer.

The (ndian Health Service is the major provider of health care to the Montana Indian
population, maintaining three small, rural IHS hospitals, nine outpatient centers an? three
health stations. The Indian Health Service alsc provides financial assistance to Urban
Indian Hezalth Programs in seven urban areas (Anaconda, Billings, Butte, Great Falls,
Helena, Miles City, and Missoula) to provide limited outpatient and referral services to
urban Indians.

One of the nation's three federally-funded Indian Vocational Rehabilitation
Pigrams is situated on the Rocky Boy Reservation which serves the Chippewa-Cree
tribes. This program is administered by the Stone Child College, one of several Indian
colleges in the state.

Educationally and ec onomically, the Montana Indian populaiion is very
disadvantaged. in 1980, only 56.0% of the Indian population aged 25 years and over had
graduated from high school as compared to 74.4% for the state as a whole. Five percent of
Tndians had four or more years of college as vompared to 17.5% of the total state
population. In 1987 the median Indian family income was $10,763 while the state-wide




median was $18,413. Thirty-one percent of the Indian families were below the poverty
level in comparison tu 12.3% of all Montana families (U. S. Bureau of the Census, 1980).

There are several industries in Montana which may contribute to health problems
and possibly disabling conditions among the state's population. These include
transportation, agriculture, manufacturing, and mining (Montana Division of Workers'
Compensation Annual Report). Petroleum, coal, and natural gas are the principal minerals
in order of value. There is no mining on any of the reservations, but coal is mined in open
pits near the Crow Reservation; some Indian people may be employed there. A tailings pile
near the Wind River Reservation (Wyoming) is scheduled to be removed soon.

Source of data and limitations. Most of the data collected for this analysis came
from the Billings Area Indian Health Service or the Indian Health Service national data
bank. The IHS hospital and clinic data on services provided in selected ICD-9 categories
for FY 1986 was useful in indicating major health conditions likely to result in a disability,
although the resource-based nature of the IES health system limited the ability of the data to
present a complete picture of service need or derand. The pediatric handicap register,
formally maintained by the Billings Area Office since 1985, was more useful in estimating
the prevalence of various disabling conditions. However, the degree of completeness of
the register is unknown, and the register is limited to the pediatric population.
Additionally, the register reporting categories are not mutually exclusive. Individuals may
appear in more than one category in the register. The IHS is continuing to update, refine,
and informally train staff to identify and report handicapped children in the service area.

The Bureau of Indian Affairs, the State Vocational Rehabilitation Program, and the
State Developmental Disabilities Program were contacted for information but could not
provide data with enough specificity to be helpful. Finally, a few research studies
performed on disabilities among Montana Indians were found; it appears that this Indian
population is not as frequent a subject for health research as are many other Indian groups.

Aside from the incomplete IHS pediatric register and the few research studies cited,
none of the data obtained was useful in calculating the prevalence of specific disabilities.
However, inferences may be made from mortality statistics and from the IHS inpatient and
outpatient data, and the perceptions and advice of numerous professionals working in the
field were drawn ;pon to supplement the available statistics.

A major limitation with prevalence data calculated from the IHS pediatric rezister
for the Billings Area include the fact that the population denominator could not be
accurately determined. The "IHS service population” of children under the age of 18 was
used, but an unknown percentage of these children receive their care from sources other
than THS and so would not be identified by IHS providers. The cases identified on the
register represent those children currently in care or being processed for services. Children
who received services before the register was put into place do not appear on the register.
Different disabling problems may appear on the register with different degrees of
completeness, depending on whether or not IHS is the logical service referral for the child
with disabilities.

Pediatric Handicap Register. According to the pediatric handicap register
maintained by the Billings Area Indian Health Service, the following are the leading
conditions found among the Billings Area children (See Appendix C-6 for total numbers of
. disabled in each category, male/female ratios and prevalence rates):
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Seizure Disorder

Pulmonary disorders
Developmental delay

Language & speech delay
Problems related to prematurity
Fetal Alcohoi Syndrome

Cleft palate/cleft lip

This register has been maintained informally for several years. However, the
completeness of the register is unknown at this time (Lewis, 1987). Several of the major
reported conditions on the Billings Area pediatric register are the same as ti.ose found at
Navajo; these include seizure disorder, developmental delay, language and speech delay,
problems related to prematurity, and Fetal Alcohol Syndrome. However, differences also
exist. The Billings Area has a much higher rate of pulmonary disorders. Cleft palate/cleft
lip is also found at a much higher rate in the Billings Area. Rates of reported meningitis
cases are considerably lower at Billings than at Navajo.

NP W

As at Navajo, seizure disorder, developmental delay, and language and speech
delay may be associated with Fetal Alcohol Syndrome. Based on these data, the rate of
FAS is higher in the Billings Area (2.4 per 1,000) than at Navajo (1.7 per 1,000).

The rate of seizure disorder found among Billings Area Indian children based on the
pediatric register (5.8 per 1,000 population) is unusually high when compared to the 1980
U.S.-All Races rate of 3.5 per 1,000 (Gortmaker, 1984). Fetal Alcohol Syndrome and
accident trauma may contribute to this high rate, but further investigation of this disabling
condition is needed. The high rate is even more alarming when one considers that it
probably significantly underreports the problem due to data inadequacies. Although no
studies have been performed on the incidence of Fetal Alcohol Syndrome ams:1g Montana
Indians, a study of the Apache and Ute, other Plains Indian tribes, revealed an extremely
high incidence and prevalence of Fetal Alcohol Syndrome and Fetal Alcohol Effect. The
prevalence among children aged 0-14 years was 10.7 per 1000 for FAS and 19.5 per 1000
for FAE-(May, 1984). The Billings IHS pediatric rvegister is not a good data source for
estimating this problem among Montan: Indian children because many FAS children appear
on the register identified with other related problems. However, five of the six most
common disabilities listed on the Biliings Area IHS pediatric handicap register (pulmonary
disorders, developmental delay, lanuage and speech delay, FAS itself, and cleft palate and
cleft lip) are all features associated with FAS and FAE (Streissguth, 1986).

The incidence of cleft palate has-heen observed to be extremely high among
Montana Indians. In a study of 363 Montana babies born with this anomaly from 1955-
1965, 38 of these babies were Indian, creating an incidence of clefting in this population of
3.5 per 1,000, compared to 2.0 per 1,000 for the Caucasian population (Bardanouve,
1969). In the U.S. in 1980, the incidence of this problem in all races was 1.3-2.0 per
1,000 (Gortmaker, 1984). Cleft palate and lip are found at higher than aver:ge rates among
FAS children. Cleft palate and lip have also been linked to maternal trauma and ingestion
of certain drugs during the first trimester of pregnancy.

Physical disabilitieg¥ By far, the most serious cause of death and medical treatment
in Montana in recent years has been accidents and adverse effects. In 1980-1982, the
death-rate in this category was 236.1 per 100,000; this was 5.9 times the US All-Races rate
and was higher than either Alaska or Navajo. The motor vehicle death-rate was almost
seven times the U.S. rate (U.S. Congress, OTA, 1986). Even compared to the high rates
of hospitalization due to accidents found IHS-wide, the Billings Area stands out. The
second leading cause of hospitalization in Billings, accidental falls, resulted in a 1986
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hospitalization rate 2.1 times higher than the IHS-wide rate in that year. The fifth'leading
cause of hospitalization in that year was "injuries due to motor vehicle accidents"; Montana
had a rate 2.0 times the JHS-wide rate. "Injuries by others" was the eighth leading cause
of hospitalization; Montana had a rate 1.9 times the all-IHS rate. Low back pain, and
injuries to nerves and the spinal cord caused hospitalization in Montana at 1.9 and 2.1 times
the all-IFIS rate.

Although it has not been documented through research, the above data imply that
the prevalence of disability due to accidents and injuries is probably very high among
Montana Indians. Personal communication with present and former IHS medical personnel
confirm this impression (Neely, 1987; Lewis, 1987).

Chemical dependency. The 1980-1982 age-adjusted death-rate from liver cirrhosis
was 9.8 times that of the U.S. All-Races rate and almost four times that of either the Alaska
or Navajo populations. Liver cirrhosis is often used as an indicator of the prevalence of
alcoholism in a population; thus, it appears that alcohol abuse is a problem of critical
proportion in Montana. As another indicator of the alcohol abuse probleru, the
hospitalization rate for Billings Indians for alcohol was substantially greater than that of
both IHS and U.S. short-stay hospitals (OTA , 1986). In 1986, the Billings Area
hospitalization rate for alcohol dependence syndrome was 134.2 per 100,000 population,
over twice that of the IHS as-a whole (57.9 per 100,000). The Billings rate was also 1.8
times the Alaska rate and 3.5 times the Navajo rate.

Meatal Disorders. The 1980-82 age-adjusted death rates for accidents, homicide, and
suicide were from three to ten times the rates found in the U.S. population as a whole.
They were also significantly higher than the rates for those causes of déath in the Alaska
and Navajo Indian population.

The recent epidemic of suicides among young people on the Wind River Reservation
brought nation-wide attention to the critical state of mental health in the Billings Area.
Clearly; this part of Indian country is exhibiting extremely poor health in large part due to
mental and emotional reasons.

Sensory disorders. Although outpatient and inpatient visits for otitis media were
quite high, indicating a high prevalence of this disease in the population, Billings IHS staff
do not believe the problem is necessarily more serious among Montana Indians than
Indians in other areas. An active outreach program, combined with an otitis media surgical
team at the Browning IHS hospital may increase service utilization. As mentioned in the
discussion on the Na-sajo Area, otitis media is a disease which may not cause significant
lasting deafness in the population but <an seriously and permanently hamper a child's
language and social development by introducing temporary hearing-loss at a critical time in
his development. The presence on the pediatric handicap register of language and-speech
delay as the fourth most common handicapping condition is very probably related to the
otitis media problem.
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Other medically related problems. Fiscal Year 1986 inpatient and outpatient visits
to the Billings Indian Health Service facilities were highest for the following categories of
physical disability:

Inpatient: Outpatient:
Diabetes Respiratory System
Accidents/injuries Accident/poisoning/violence
Malignant neoplasms Endo./nutri:/metabolic
Chronic obstructive Ear diseases
Pulmonary disease

Morbidity and mortality statistics as well as personal communication indicate that
diabetes is a major cause of disability among Billings Area Indians. The crude death-rate
from diabetes increased 49% between 1975 and 1982; 16.4 per 100,00 population to 24.5
per 100,000 population (OTA, 1986). The 1980-82 age-adjustcd death-rate for diabetes in
Montana was 38.4 per 100,000 population. This was 3.9 times the US all-races rate and
over twice the rates in either Alaska or Navajo.

IHS hospitalization and outpatient data also indicate a high prevalence of the disease
over the last few years. The inpatient diagnosis rates for this disease in 1981 and 1986
were over 1.5 times the rate for all IHS hospitals and were over twice those of either
Navajo or Alaska. The inpatientrate actually declined by 2% between 1981 and 19%6.
Personal communication with two Montana tribal health organizations indicated that
diabetes is seen as a major disabling condition in the area with access to services and
information on kidney transplantation and other related health issues sorely lacking.

! o I lo olDo ]oloo L3 ] gl l E

The state of Alaska is home to approximately 76,055 Native Alaskans (IHS, 1986).
Approximately 30% of the Native population resides in urban areas; the remainder (70%)
reside in 220 small rural native villages. The term Native Alaskan includes members of
many different tribes, which may be categorized into three large groups: (1) Inupiat
(Eskimos).constitute 53% of all Native Alaskans; (2) Indians, including inland
Athabascan and Scutheastern Tlingit and Haidas, who represent 34%; and (3) Aleuts, who
represent 13% (U.S. Burcau of the Census, 1980).

All Alaska Natives are within the service area of the federal Alaska Area Native
Health Service (IHS) but are also eligible for the network of health services provided by
state and local agencies, village corporations, regional corporations and private health
insurance. As a result of the Alaska Native Claims Settlement Act of 1971, twelve regional
Native Corporations were formed to provide hcalth and social services, as well as
economic development, to their Native shareholders. Eleven of the twelve corporations
established nonprofit health corporations which have contracted with the IHS under P.L.
93-638, the Indian Self-Determination and Educational Assistance Act, for a wide range of
field, ambulatory, and hospital-based health services.

The Alaska Area Native Health Service maintains a 170 bed referral hospital in
Anchorage and four small hospitals in other communities. Native organizations manage
two additional hospitals under P.L. 93-638 contracts. Further, there are five IHS and three
P.L. 93-638 health centers and 172 health stations. In most Native villages, Native
Community Health Aides are responsible for preventive, diagnostic, and emergency care
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with the assistance of physicians and nurses via video ‘satellite hook-ups. Air
transportation is necessary for any health services which cannot be provided by the
“Community Health Aides.

The climate of Alaska is diverse and frequently harsh; it can vary from 95 degrees
Fahrenheit in the interior in summer to -70 degrees Fahrenheit in the winter, and a wind-
chill of -100 degrecs Fahrenheit is not uncommon. The effect of climate on transportation
and communications is considerable, and rural communities not infrequently lose all contact
with the outside world during periods of inclement weather. Air transportation is a major
means of travel between the towns and cities. Transportation and distance have the effect
of making many health sérvices expensive or inaccessible to those in need.

- Because of the isolation of most Alaskan communities, utilities are limited and self-
contained. Electrical generation, running water, and solid-waste disposal systems are
absent or minimal in many villages. Many communities have only one telephone.

The Alaska Native population comprises approximately one-seventh (16%) of the
total population of Alaska. Forty-nine percent of Natives are female, and 51% are male.
The populatign is very young, with 47% below the age of 20 years (U.S. Bureau of the
Census, 1980).

The Native population is generally poor and educaiionally deprived. In 1980,
25.3% of Native families were below the poverty level as compared to 8.6% of all families
state-wide. Only 42.6% of Native persons over the age of 25 years were high school
%agcgl)ates and only 3.5% of those had completed college (U.S. Burzau of the Census,

The Alaskan Department of Labor reports that the percentage of Alaska Natives
with jobs is roughly half the comparable p:rcentage for non-Natives. Three major factors
are cited to explain this low labor-force participation. Many unemployed Natives are said
to have inadequate experience, education, training, or job skills. Racial discrimination is
also areality. The third factor is that employment opportunities are extremely limited in the
small isolated villages where many Natives live.

Major economic activities in the state of Alaska include construction, service
industries, transportation, wholesale and retail trade, and mining. Native people are also
employed in the fishing and timber industries, by the federal government, and by Native
and village corporations.

Environmental issues related to Alaska Native healtk: and disability include trauma
and injury sustained on fishing boats (which are completely unregulated) and serious
physical injuries-(crushed and broken limbs, hand, neck, and spinal injuries) suffered in
the largely unregulated logging industry. An open-pit lead and zinc mine is being developed
on Native Corporation land near Kotzebue; this industry contains additional potential
hazards of lead and other heavy-metal poisoning, and silicosis. A common hazard of the
extremely cold climate is frostbite which sometimes results in amputated fingers, toes, feet,
noses, and ears. The stress of the continuing cold on the human body may also inciease
susce]ptibility to infectious diseases such as tuberculosis, influenza, meningitis, viral
hepatitis, and rheumatic fever.

limi . Data for this analysis were obtained from numerous
sources. The Alaska Area Native Health Service (IHS) inpatient and outpatient service
statistics for FY 1986 were obtained, as was the pediatric register maintained by the Alaska
Native Medical Center in Anchorage. IHS environmental health staff also provided




information on injuries and on environmental hazards. Mortality statistics were taken from
the Cuagressional Office of Technology Assessment (OTA) Report published in 1986.

Information was received on major disabilities exhibited by Southwestern Alaska
Native children in a 25-year old cohort study concucted by the federal Centers for Disease
Control. Data cn Alaska Native clients of the State Developmental Disabilities program
were also collected.

Recent studies completed by the Alaska Native Health Board on Fetal Alcohol
Syndrome and suicide and a study on Native hearing loss by the Anchorage-based Center
for Adult Deafness were also reviewed as were several studies performed by the State
Department of Health Epidemiology Office. Population data and related statistics came
from the Alaska Native IHS and the 1980 U.S. Bureau of the Census data.

As found in the above analyses of Navajo and Montana, neither IHS nor the
research-[iterature precents a comprehensive picture of disabilities among Alaska Natives.
Mortality statistics and health service utilization data help to highlight problem areas but do
not provide good statistics on the prevalence of the conditions. The IHS pediatric handicap
register is a good start on obtaining this information, but it does not cover all Native
children in outlying areas; its completeness is unknown and varies from one condition to
another, depending upon whether the child is referred to the Alaska Native Medical Center
for treatment (Miner, 1987). The register also may not contain numerous Native children
who received services from IHS before the register was implemented in 1981. The service
data provided by the state program on developmental disabilities is also limited in that state
funds are not available to provide these services to all those in need. In addition, Alaska
Natives in isolated areas may not use the services at the same rate as the rest of the
population.

The inpatient statistics provided by the “HS for its Alaskan direct and contract
hospitals are incomplete for 1986. Although services provided by IHS and its contract
hospitals are included in the 1981 report, the 1986 rep=rted data do not contain the contract
hospital admissions which constitute approximately 10% of the *otal admissions.
Therefore, it is problematic to compare the 1981 and 1986 inpatient data for this state.

. According to the Alaska Native Medical Center

Pediatric Handicap R
Pediatric Handicap Register, the leadmg developmental disabilities among Alaska Native

youth are:

Problems related to prematurity
Seizure disorder

Congenital heart disease

Mental retardation

Miscellaneous nerromuscular disorders
Orthopedic disorders

Meningitis

Pulmonary disorders

PNANR W=

Appendix C-7 shows the major disabling conditions reported on the pediatric
handicapped register for the Alaskan pediatric population. Because the completeness of the
pediatric register and the percentz e of the Alaska native population using IHS services are
both unknown, it is not advisable to calculate prevalence rates for comparison with
developmental disabilities nationwide. When comparing these rates with studies of singles
diseases among Alaska Natives conducted by IHS and other organizations, these rates are
found to be quite low, supporting the contention that the register represents a low count of
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actual disabilities. Howeveér, these data provide the best availaole picture of the spectrum
of developmental and other disabilities in the Alaska Native pediatric population.

One problem listed abow. which appears to be of particular concern and significance
is "seizure disorder." The prevalence rate calculated for this problem with the above data is
9.1 per 1000 population. When compared with a U.S. All-Races rate of 3.5 per 1000
population (Gortmaker, 1984), a serious problem is indicated, particularly when
considering that the Alaska rate is probably considerably under-representing the problem. A
connection with an extremely high incidence of bacterial meningitis among Alaska Natives
is highly probable.

Bacterial meningitis is a major cause of developmental disability anc death among
Indian and Alaska Native populations. Persistert neurologic abnormalities, such as
intractable seizures, mental retardation, quadriplegia, and language dzlays are not
uncommon among those who contract the infection. The hospitalization rate for Alaska
Natives with bacterial meningitis was 4.2 in 1986, 68% higher than the overall IHS rate,
but quite similar to the rates in Montana (4.7%) and Navajo (4.3%).

Although its results are not reflected in the incomplete data on the pediatric register,
a 1981 study on bacterial meningitis reported at: incidence of 409 per 100,000 population
among Alaska Natives (Ward, et.al., 1981). The Centers for Disease Control placed the
1980-82 incidence of Hi meningitis at 264 per 100,000 among all Alaska natives and
reported a rate of 440 per 100,000 among Southwestern Alaska Eskimos in 1971-80.
These rates compare with a rate of 70 per 100,000 for Alaska non-nratives and a U.S. rate
of 19-69 per 100,000 population in 1960-1978 (Center for Disease Control, 1986).
Another study reported a U.S. rate of 51 to 77 per 100,000 (Cochi, et al., 1985). The
problem of Hi meningitis is also shared by other American Indian groups. In 1973-80,
Navajo experienced an incidence of 152 per 100,000 popuiation (Centers for Disease
Control, 1986).

A major cause of bacterial meningitis among Alaska Natives is Haemophilus
influenza (Hi); a high incidence of this disease has been docu.nented in this group for at
least 20 years. Recent epidemiologic investigations conducted by the Centers for Disease
Control's Arctic Investigations Laboratory found that Alaska Natives have an incidence of
invasive Hi type b (Hib) 3.2 times that of Alaska non-natives. Compared with non-
natives, the relative risk of this disease in children under 5 years of age in 1980-£982 was
3.8 in Indians and 6.2 in Eskimos/Aleuts. Native children tend to develop Hib at a much
earlier age than non-natives; 80-90% of all Hib infections occur by 18 months of age in this
population. Factors which may reduce the incidence of Hib include breast feeding and
possible future development of a vaccine effective on children under age two (Centers for
Disease Control, 1986).

Another major health problem contributing to disability among the Alaska Native
population is Fetal Alcohol Syndrome (FAS). Fetal Alcohol Syndrome consists of a group
of physical and developmental abnormalities present in an infant which are caused by
maternal alcohol consumption during pregnancy. Characteristics of the disorder include
impaired-intro-uterine and post-natal growth, typical abnormalities of facial development,
and mental retardation. Cleft palate and heart defects are oftei: present as well. An
unpublished study conducted by the Alaska Native Health Service of Alaska Native
. children born from 1981-1986 found a total of 56 children with Fetal Alcohol Syndrome;

; the resulting incidence of FAS 1n this population was 4.2 per 1,000 births. Other studies
found rates of 1.6 per 1,000 at Navajo and 1.7 per 1,000 for all races in Seattle,
Washington. Thus, the incidence of this problem among Alaska Natives is over twice that
of other these populations. When the difficulty of case-finding among Alaska Natives is
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taken into account, it is believed that the true incidence may be higher than 4.2 per 1,000.
The incidence of children with Fetal Alconoi Effect was not investigated in the Alaska
study, but it is thought to be about 10 cases of FAE for every diagnosed case ¢ FAS.
Overall prevalence of FAS and FAE in the Alaska Native population cannot be estimated at
this time (Hild, 1987).

As a result of the discovery of this disabling condition, the Alaska Native Health
Board and the Alaska Native Health Service have undertaken a joint program of education,
training, and referral to provide services to health-professionals, pregnant women, and
children at risk.

An on-going cohort study of Yupik Eskimo children (now aged 0-17 years) in
Southwestern Alaska conducted by the Centers for Disease Control reports handicapping
conditions in 108 of 530 children, or 20.4% of the study population. When compared with
the state estimate that 3.14% of the total Alaska population suffers from "substantial
handicaps" (Three-Year Plan, n.d.), this percentage seems extraordinarily high. See
Appendix C-6.

The number one health proble:n 2mong Southwest Alaska Natives reported by the
Centers for Disease Control (CDC) was iieart problems, including heart murmurs,
functional heart disease, and valvular heart disease. These problems were secn among 72
Native children at a rate of 136 per 1,000 population. The second leading health problem
reported was bronchiectasis, an chronic infection of the bronchial tubes which can result in
significant disability. The development of bronchiectasis in the cohort members was
associated with a measles epidemic which also cause 4 at least 10 deaths (Center for Disease
Control, 1986). The third most commonly found problem was mental retardation, reported
ata rate of 30 per 1,000 Alaska Native population. This is 1.2 times the rate reported for
the U. S. population as a whole (Gortmaker, 1984).

Behavioraily related problems. A review of available mortality and morbidity data
for Alaska Natives disclosed several patterns of health problems which may.lead to
physical disability. For example, high accident rates probably contribute significantly to
long-term physical disabilities. Accidents and adverse effects are reported to be the leading
cause of death among Alaska Natives. For the years 1980-82, the Indian Health Service
reported that the Alaska Native accidental death rate was 5.3 tirses that of the US All-Races
rate. Although the motor vehicle death-rate was slightly above that of the U.S., the
category “all other accidents" had a death rate of 183.5, 10.2 times that of the U. S.
population.

A review of THS hospitalization data for 1981 and 1986 shows that Alaska Natives
had hospital visits well above the IHS average for motor vehicle accidents, accidental
poisoning, accidental falls, accidents due to fire, self-inflicted injuries, injuries by others,
and injury to nerves and spinal cord. The Alaska rates were, in general, higher than rates
for those problems at Navajo and lower than those in Montana. However, difficulty in
access to hospital services may be a factor in these comparisons.

A review of injuries resulting in hospitalizations in Alaska IHS hospitals from FY
1981 to FY 1985 shows that out of 33 injury causes, one category, "falls", accounted for
20% of all injuries, almost twice the number of any other category. Injuries purposely
inflicted and suicide attempts were the second and third highest categories, respectively.
The ratio of male to female injuries was over 3:1. The rate of injury to nerves and spinal
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cord was 23.4/10,000, over twice the all-THS rate 11.2/10,000. For Alaska Native
children under 18 years of age, the rate of disability due to accidents was 2.8 per 1,000
population according to the pediatric register.

Although statistics on disability as a result of injuries are not available for all ages,
the above data indicate that trauma and accidents may well be a major source of disability.
Falls, violence, and suicide attempts are of particular concern.

The 1980 U.S. Census reports work disabilities, public transportation disabilities
(i.e. individuals who have difficulty using the public transportation system), and persons
over the age of 65 years with public transportation related disabilities. From ihis self-
reported information (see Table 11 below), it appears that Alaska Natives in these age
groups are disabled at a rate 1.5 to 1.8 times that of the general Alaska population.
However;-the health conditions contributizg to the work and transportation disabilities are
not reported.

Table 11

Persons with Work or Transportation Disability in Alaska, 1980

Total Alaska
Alaska Native Population  Alaska Native/
Category % % Total Rate

Persons aged 16-64 w/a work disability 1.4% 0.77% 1.8
Persons aged 16-64 w/ a public trans-

portation disability 1.5% 0.83% 1.8
Persons aged 65 and over with a public

transportation disability 15.0% 9.8% 1.5

Source: U.S. Bureau of the Census, 1980.

Chemical dependency. Alcohol abuse is cited by the Alaska Native Healih Board as
the most serious health hazard facing Natives and non-Natives in rural Alaska. In a survey
of villages, 77 of 110 responding communities listed alcohol abuse as one of three (and
often the only) major health concerns. Forty-five percent listed drug abuse as a major
concern.

Much of the alcohol use among Alaska Natives is felt to be related to a transition in
values that has occurred during the present generation. Many Natives feel caught between
the traditional value system and that of the White culture. The outcome is a sense of
disharmony and confusion which combines with feelings of powerlessness about job
?9pportunities and leads to alcohol use as a means of escape (Alaska Native Health Board,

83).

Mental diso,uers. Although the disabling effects of mental and emotional disorders
among Alaska Natives are not documented, morbidity and mortality indicators point to high
rates of disability from these causes. The IHS hospita..zation rate for "mental disorders"
among Alaska Natives was 243.3 per 10,000 in 1986. This rate was 77% higher than the
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overall JHS hospitalization rate for these problems. Hospitalization due to injury also
frequently resulted from mental and emotional problems. Injuries purposely inflicted and
suicide attempts were the second and third leading cause of injury hospitalization in 1981-
85. Death rates for causes related to mental-and emotioaal disorders were high for Alaska
Natives in the 1980-82 period. Rates of homicide, suicide, and liver cirrhosis were over
twice the U.S. All-Races rates. Alaska rates were also higher than Navajo but lower than
Montana rates for the same causes of death. Ina 1983-1984 study by the State of Alaska
Epidemiology Office, the annual rate of suicide in Native Alaskans was found to be 43 per
100,000 population, 2.2 times the rate in non-Native Alaskans. The median age of 23
years for Native suicides was significantly younger than the median age of 32 for White
suicides. The highest rate of suicide, 257 per 160,000, was in Native males, aged 20-24-
years of age, 13 times the state average. Natives in rural areas committed suicide at a rate
1.8 times that of their urban counterparts. Of the Natives tested for blood alcohol, 79%
hg% g;:tccmblc levels as compared to 48% of the "Whites tested (Hladly and Middaugh,
1986).

The 1987-89 three-year state plan published by the Alaska Governor's Council for
the Handicapped and Gifted estimates the state-wide prevalence of developmentai
disabilities (mental retardation, autism, cerebral palsy, and epilepsy) at approximately 3%
of all children between birth and age three. However, the plan notes that there is evidence
that the prevalence of developmental disabilities may be higher in some areas of Alaska than
oth~ss, particularly in the Western Region, where most of the population is Alaska Native.
The plan notes that i this part of Alaska the incidence of the disability-causing diseases
meningitis and encephalitis is among the highest in the world (Three Year Plan, n.d.).

Programs developed to meet the needs of Alaska's mentally retarded adults and
other developmentally disabled include the residendal care program, vocational programs,
and respite care programs. In 1987, the residential programs operated viz State contracts
reported 156 Alaska Native clients, 99% of whom were mentally retarded. The
male/female ratio of this group was 1.5. Alaska Natives comprised 40% of all clients in the
residential program. Relative to their representation in the state population, they were
overrepresented in this program by a factor of 2.8.

The state vocational programs contained 169 Alaska Natives, 96% of whom were
mentally retarded. The male/female ratio was reported to be 1.2. Alaska Natives
comprised 38% of all clients in the vocational programs. They were overrepresented in this
program relative to the general population by a factor of 2.70.

The state respite care program contained 53 Alaska Natives, 79% of whom were
mentally retarded. The male/female ratio was 1.4. . Alaska Natives comprised 16% of ail
clients in this program. These programs are available only in larger cities and towns, not in
the many small villages. Alaska Native participation in this program was roughly in
proportion to its percentage of the state population.

Although these data contain many variables which make interpretation difficult, it
appeass that Alaska Natives have either a higher rate of serious mental retardation than the
general Alaska population or a lower ability to care for them at home, or both. Whea
looking at these data in conjunction with the elevated prevalence of mental retardation found
in the CDC cohort study described above, it appears that the overrepresentation of Alaska
Natives in these programs is probably due to a somewhat higher prevalence of mental
retardation and also to other factors, such as residence in "bush" areas without in-home
support services.
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The Alaska Governor's Council for the Handicapped and Gifted estimates that
3.14% of the total Alaska population suffer from "substantial handicaps”. Of this group,
approximately 45% or 1.4% of the total population, are handicapped because of causes
other than developmental disabilities. And although the Govemor's Council does not have
data broken down by race, the following statement is included in its three-year plan: "The
largest single minority group is the Alaska Native popnlation which comprises 16% of the
state's population. It is not known whether the incidence of such handicaps is greater
among Native Alaskans but health data collected by the Health Systems Agencies and the
Department of Health and Social Services Division of Fianning indicate that the incidence
rates for handicapping conditions are higher among Natives because of poor nutrition and
lack of inedical care in "bush" areas of the state, where the vast majority of Native people
live" (Three-Year Plan, n.d.).

Sensory disorders. Otitis media has been found to cccur at high rates in Alaska
Native comimunities and contributes to higher than average rates of hearing impairment
among Alaska Natives. Otitis media is the fifth leading cause of outpatient visits to IHS
health facilities and also sometimes results in hospitalization. However, a recent
unpublished study conducted by the Archorage Center for Adult Deafness did not find the
rate of Native adult hearing impairment to be higher than that in the general population.
Village Health Aides reported that out of a population of about 30,000, approximately 500
were hearing-impaired and 60 were actually dear (200 per 100,000 pop.). However, no
actual hearing tests were performed. ‘The researcher reported that further work should be
done, as she felt that the study results probably under-reporied the problem (Mayer, 1987).
A 1981 study by the State Epidemiology Office, which did include hearing tests,
documented widespread, high-frequency hearing loss among adult Alaska Natives; as
many as 60% of adult males and 8% of adult females were affected (Middaugh, 1983).

Myopia has been identified by health practitioners as a frequent problem for Alaska
Natives. A 1981 study of cohort members from 10 villages found the prevalence of myopia
(75% with 0.25 diopters or greater) in this cohort to be among the highest observed for a
general population anywhere in the world. Young women were significantly more myopic
t(l;an yolung9 18116c)n. Astigmatism and myopia were positively correlated (Centers for Disease

ontrol, 1 .

Although the cohort population represents only Yupik Eskimos and cannot be
generalized to all Alaska Natives, it is clear that developmental and other disabilities pose a
very significant problem to young people in this part of Alaska.

Other medically related problems. The Alaska IHS Environmental Health Program
reports that the prevalence of tuberculosis is very high and on the rise among Alaska
Natives, and a strain has recently been discovered which is immune to treatment.
Tuberculosis of the bone is not uncommon. If it gets into the joints, they must be fused,
creating significant disability. The cold and damp of the Alaska climate place a severe
stress on the body, and the poorly-insulated, cramped housing exacerbates the problem.
The 1980-82 tuberculosis death rate among Alaska Natives, 10.1 per 100,000 population,
was nearly 17 times that of the U.S. All Races and was also significantly higher than the
Billings (7.5) and Navajo (4.1) rates.

A comparison of the age-adjusted rates (see Table 12) for the three native
population groups shows that the Aleuts have a prevalence of diahetes more than three
times that of the Eskimo and also slightly above that of the U.S. ull races. Although the
Native Alaskan overall age-adjusted rate is about two-thirds the U.S. rate, diabeies has
been increasing rapidly in the Native Alaskan population; twenty years ago, diabetes was
virtually unknown among Alaska Natives. Itis believed that Alaska Natives may now have
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lower rates of diabetes than other Indian populations because cf a slower ::te of
acculturation. But as diets and lifestyles change among Native Alaskans, the prevalence of
diabetes may increase.

Table 12

Prevalence of Diabetes Among Alaska Native
and U.S. All Races; 1985*

Group Crude Rate Age-Adjusted
per 1,000 Pop.. Rate per 1,000 Pop.

Aleuts 149 27.2
Eskimos 4.6 8.8
Alaska Indians 11.6 22.0
All Native

Alaskas 8.3 15.7
U.S. All Races 24.7 24.7

* 1980 Source: Dr. Cynthia Schraer, Ala'a Area IHS Diabetes Coordinator

Summary. It appears clear that the major disabilities and causes of disability are
similar in the three regional areas studied. "fhe patterns of disability in these Indian
communities, however, differ significantly from those in the non-Indian community.

Fetal alcohol syndrome, bacterial meningitis, otitis media, diabetes,
accidents/trauma, alcohol and drug abuse, and mental and emotional disorders cause
disabilities among Indians at significantly higher rates than among non-Indians. Msjor
disabilities include seizure disorder, developrnental delay, language and speech delay,
mental retardation, pulmonary diso:ders, vision problems, hearing loss, trauma from
accidents, diabetes-related disabilities, alcoholism, and possibly congenital heart disease.
The severity of each problem, however, varies betweer: one Indian group and another,
sometimes many times over. Any effort to plan for mitigation or reduction of disability
among American Indians and Alaska Natives must take into account the particular health
status picture of the population targeted for assistance.

Congenital anomalies appear to occur in Indian populations at slightly higher rates
than in the U.S. as a whole. Cleft palate is reported to be very high in Montana and birth
defects due to radiation may be increasing in Navajo.

It appears that the Indian population as a whole is at significantly greater risk than
other ethnic groups for the pattern of serious birth defects due to Fetal Alcohol Syndrome
(FAS) and Fetal Alcohol Effect (FAE), disabling conditions which have been identified and
categorized only since 1973. The high rates of alcohol use and abuse among the Indian and
Alaska Native population and the tendency of many alcohol-abusing mothers to have many
children pose significant risk to the health <. “vell-being of the Indian family. Within the
three regional groups studied here, Alaska has a documented FAS incidence rate over twice
that found at Navajo, and in other non-Indian societies. No Billings Area FAS incidence
rate has yet been established. Work is now underway in Alaska and elsewhere to
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address the problem. Particular attention should be paid to identifying cases of children
born with FAS, as alcohol abuse is so exorbitantly high among the Indian population in
Alaska and Montana.

The high incidence of bacterial meningitis in some Indian communities is a major
contributor to developmental disabilities. An extremely high rate for this disease in Alaska
and a significantly high rate at Navajo are worthy"of mention and intervention. Factors
contributing to this disease include chronic otitis media, as well as lack of running water
and sanitation facilities in many parts of both Indian communities.

Diabetes is an extremely disabling disease which is on the rise in Indian country and |
is already of major concern in some areas. It appears that Indians in Montana and |
Wyomin,, are experiencing extremely high rates of hospitalization and mortality from |
glabetes, while Navajo and parts of Alaskan areas have rates w¢ll above those of the United

tates as a whole.

‘The prevalence of otitis media is high among all Indian and Alaska Native
populations and its treatment is a high priority of the Indian Health Service, accounting for
a large proportion of outpatient visits to IHS clinics. However, the continuing high
incidence of this disease takes its toll on the young as they suffer from hearing impairment
during the critical years of language development and social adjustment. It is also
suspected that this disease leads to increased rates of permanent hearing loss among Indian
and Alaska Native adults.

The extremely high rates of accidents among all three regional areas can be assumed
to cause significant disability, although little research has been done in this arex. Elevated
rates of epilepsy due to accident/trauma have been documented in Southwestemn tribes, and
the pediatric handicap registers in Alaska and Montana show numerous cases of other
disabling prob.cms associated with accidents. Head and spinal cord injuries have been
shown to occur on the Navajo Reservation at higher rates than in the non-Indian
population. It is believed that alcohol abuse and, to a lesser extent drug abuse, contribute
to the high rates of injuries, but mental and emotional disorders may also be major
contnbu)tors (e.g., suicide attempts as the second leading cause of injury in Alaska
Natives).

Although the regional IHS areas studied here exhibit high rates of substance abuse,
the hospitalization and mortality data indicate a wide variability in the seriousness of the
problem between areas. Although the Navajo Nation cites alcoholism as its primary health
problem, it appears that injury, disability, and death due'to alcohol abuse are higher among
Alaska natives and much higher yet among Montana and Wyoming Indians.

Due to the combination of the above factors, as well as others, work disability
among Indians and Alaska Natives is significantly higher than in the general population.
U.S. Census statistics show it to be 1.8 times higher among Alaska Natives and 9 times
higher among Montana Indians. However, given these figures, it is a matter of great
concern that the State Vocational Rehabilitation programs of both Alaska and Montana
report a serious underrepresentation of Indian and Alaska Natives among their clients.
Obviously, the Indian and Alaska Natives disabled populations are not receiving the
rehabilitation services they need. Access to vocational rehabilitation has greatly improved
for the Navajo disabled since the Navajo tribe developed its own Indian Vocational
Rehabilitation program located on the reservation.
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Services for children and adults with developmental disabilities are also difficult to
find on reservations and in rural Alaskan areas. Head Start is serving some disabled youth
but most of these are speech-impaired. Lack of access to special help and communication
problems between Indian/Alaska Native families and non-Indian providers result in many
children either not receiving care or in being removed from their homes and tribal
environments and placed in off-reservation institutions. A general lack of employment
opportunity on the reservations and in "bush" Alaskan villages makes it particularly
unlikely that disabled individuals will be able to find suitable employment.

Summary

The data presented in this section indicates very clearly that American Indians as a
group have disabling conditions at a disproportionately high rate. Census data indicates a
rate of work - related disability for American Indians which is about one and one-half times
that of the U.S. working age population as a whole. Age specific mortality data support
this, indicating that years of life lost by American Indians through age 65 are one and one-
half times greater than years of life lost for all races.

At the same time, service utilization daa indicate that American Indians have difficulty
accessing services. The rate of hospitalization of American Indians in IHS service areas is
substantially lower than the hospitalization rate of the U.S. population. Similarly, the rate
at which RSA provides vocational rehabilitation services to American Indians is
substantially lower than that for the U.S. population as a whole. The more detailed
analysis conducted for selected regions and the State of California suggests that this pattern
exists across other agencies serving American Indians as well.

The mortality and hospitalization data consistently indicate that American Indians have
substantially more health problems than other population groups in the areas of alcohol
abuse, accidents, diabetes, and tuberculosis. Ameri an Indian deaths due to influenza and
pneumoitia, homicide and suicide are also disproportionately high. The influenza and
pneumonia deaths are likely due to the remoteness, poor socioeconomic conditions and
poor sanitary conditions in which many American Indians live, and are consistent with
hospitalization data showing high incidence of infectious and parasitic diseases among
American Indians. The high suicide and homicide death rates of American Indians are
suggestive of disproportionate amounts of psychological disorders. This cannot be
confirmed by the hospitalization data since such disorders are rarely treated by general
purpose hospitals on an inpatient basis. The hospitalization data also indicate
disproportionate rates of eye and ear conditions, perinatal conditions likely to cause mental
retardation or developmental delay, and several types of congenital disorders among
American Indians. The analysis of data for selected regions generally confirms the health
problems of American Indians described above and provides greater detail and support in
the areas of congenital conditions and conditions affecting normal develovment. This
regional analysis confirms that the disproportional rate of many of these disorders do exist
for American Indians and suggests at least two important causes, alcohol abuse and
bacterial meningitis.

Age specific death rates and hospitalization rates clearly indicate that American
Indians tend to have health and disability problems at earlier ages than other groups. These
rates are highest of all in relative terms for the ages of 16 through 35. Regional analysis
indicates very clearly that American Indians are a diverse group whose health problems
vary greatly across regions and even within regions.




The specific analysis ot disabling condition within the RSA data presented here is
weakened by data liznitations, but it does suggest several areas of disability where RSA is
currently having difficulty in identifying and serving American Indian clients. RSA service
rates to American Indians are particularly low in all areas of sensory disorders and for |
orthopedic disabilities due to accident and other disabilities due to asthma and allergies, g
diabetes, speech impairments and skin conditions.

The results cited above have a variety of policy implications. Clearly, many of the
major health problems of American Indians like those for other population groups, are
lifestyle - related. A= agreement between IHS and the BIA was recently signed to begin a
coordinated effort to combat alcohol and substance abuse. This agreement sets in motion
activities specified under the Omnibus Anti-drug Abuse Act. Among the immediate
activities to be accomplished under this cooperative agreement are: community training,
assessment of existing and needed programs and services and establishment of minimum
standards for new programs, consultation with tribes, assessment of the scope of the
problem, and estimation of the funding nécessary for a nationwide program of prevention
and treatment of Indian alcohol and substance abuse.

This program is promising because calls for a coordinated effort of agencies and in
that it places a major emphasis on prevention. Programs of prevention focusing on
education would seem to be indicated in several areas. In addition to the alcohol and
substance abuse problem, diabetes, accidents, and at least the disabling impacts of
congeaital and developmental disabilities are likely to be reduced by programs of education.

Increased attention in the area of psychological disorders is also clearly needed.
While attention is appropriately being focused on alcchol and substance abuse problems of
Native Americans, the high suicide and homicide death rates suggest that other
psychological disorders need attention as weil. Agency service rates for all psychological
disorders other than alcohol and substance abuse appear to be disproportionately low
currently. Mental retardation and developmenial disabilities are a related problem. There is
currently virtually no data reflecting the extent of adult mental retardation among American
Indians. Hospitalization data on perinatal conditions and several types of congenital
anomalies, and pediatric registry data from selected regions suggest that this problem is a
major one among the American Indian population.

Health and disability problems of . \merican Indians clearly vary across regions and
even within regions to a large extent. Thus programs need to be developed on a regional
and local level coordinating thc activities of the relevant service agencies involved and
involving tribal governments and consumers in the planning process.
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AN ANALYSIS OF THE LABOR MARKET PARTICIPATION OF
AMERICAN INDIANS WITH IMPLICATIONS FOR REHABILITATION

In order to understand the issues surroundmg the competmve employment
opportunities of American Indians with disabilities, it is first important to assess labor
market participation factors associated with American Indian employment in general. Also,
it is important to identify any differences that may exist between the labor market
participation of American Indians when compared to the civilian labor force as a whole to
determine if there are any unique labor market participation factors associated with
American Indian employment. This section begins with analyses of three factors associated
with American Indian employment in general contrasted to total civilian labor force

employment.

First, two separate comparisons of unemployment estimates are presented for the
American Indian and total civilian labor force. Bureau of Indian Affairs (BIA) estimates of
American Indians Ling on or adjacent to reservations are contrasted to Bureau of Labor
Statistics (BLS) figures for total civilian workers. In addition, 1980 U.S. Bureau of
Census figures are compared for American Indians living on reservations, American
Indians in the total civilian labor force,.and the total civilian labor force. Second, the
participation of American Indians in major occupational groupings is contrasted with total
employed persons in the civilian labor market. ‘Third, the employment patterns of
American Indians in industries on reservations is compared with industrial employment
pattemns of total employed persons in the civilian labor market.

The last two analyses presented in this section relate specifically to the labor market
participation of American Indians with disabilities. An analysis of the work disability
status of American Indians contrasted to total population figures is presented.
Comparisons of the occupational placements of successfully rehabilitated American Indian
and genera! caseload clients served within the jurisdiction of the Rehabilitation Services
Administration are also presented.

The study presented in this section was conducted under the auspices of the
NorthemgArizona University Native American Research and Training Center (Martin &
Frank, 1987).

Sources of Data

Twenty-eight states were targeted for analyses which represented the states served
by 11 Area Offices of the Bureau of Indian Affairs in 1981. The targeted 28 states
represented nine of the 10 federal regions with the exception of Region II. The states by
federal regions were: Region I (Maine), Region IT (New York), Region IV (Florida,
Mississippi, North Carolina), Region V (Michigan, Minnesota, Wisconsin), Region VI
(Louisiana, New Mexico, Oklahoma, Texas), Region VII (Iowa Kansas Nebraska),
Region VII (Colorado, Montana, Nor'th Dakota, South Dakota, Utah, Wyoming), Region
IX (Arizona, California, Nevada), and Region X (Alaska, Idaho, Oregon, Washington).
According to the Decennial Census conducted by the U.S. Census Bureau in 1980, these
28 states accounted for 90% of the total national American Indian population.

The following data sources were used in compiling the labor market participation
information that is presented in this section.
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Information on the unemployment rates of American Indians was obtained from the
Bureau of Indian Affairs (BIA) report entitled, Indi i i
Estimates (1987). This report reflects data collected in 1986 within a total service
population of 861,570 persons residing on or near Indian reservations including former
reservations of Oklahoma and 86,241 Eskimos, Aleuts and Indians in Alaska. This data
represents a little more thaa half of the Indian population in the United States based upon
the 1980 U.S. Census total of 1.534 million.

The unemployment estimates were generated by the local Area Offices of the BIA using
whatever information was available for the reservation or tribal entity. The estimates were
defined as individuals (16 years and older) not employed, able to work and seeking work.

Total Civilian Labor Force Unemployment Rates

Data on the 1986 civilian labor force unemployment rates was taken from issues of
the Monthly Labor Review, U.S. Department of Labor, Bureau of Labor Statistics (BLS),
in which unemployment rates were reported for each month in 1986 for all states.
Unemployment estimates by state are obtained from the Current Population Survey (CPS)
and the Local Area Unemployment Statistics (LAUS). The CPS consisted of personal
interviews conducted monthly by the U.S. Bureau of the Census for the BLS. The sample
consisted of approximately 59,500 households selected to represent the U.S. population 16
years of age and older. The LAUS program was conducted in cooperation with State
employment security agencies.

Unemployment Rates for American Indians Living On
and Off Reservations and Total State Population

Two U.S. Bureau of the Census Reports were used to analyze unemployment rates.
First, unemployment rates for American Indians living on reservations were obtained from

the 1980 U.S. Census of the population, Subject Peports: American Indians, Eskimos.

and Aleuts i istoric Areas of Oklahoma (Excluding
Urbanized Areas) (1985) and the 1983 State Summuaries of the 1980 U.S, Census of the
Populatio haracteristics of the Population; Genexs i i i

The Census data was based on a supplementary questionnaire for Indians that was
completed when the person identified themselves as Indian in the regular census survey.
“The basic sampling unit for the 1980 U.S. census supplementary questionnaire was the
housing unit with one or more American Indians, Eskimos, or Aleuts. Five out of every
six of these housing units w “re designated for sampie. Approximately 75 percent of the
American Indians, Eskimos, and Aleuts living on American Indian reservations and in the
historic areas of Oklahoma (excluding urbanized areas) were included in the supplementary
questicanaire sample" {p. D-1).

The unemployment figures for American Indians, Eskimos and Aleuts 16 years and
older are based on persons identifying themselves as such. The unemployment figures for

the total population include all persons 16 years and over and of all racial and ethnic groups
except American Indians, Eskimos and Aleuts.
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Emplovment in Major Occupation upings fi
American Indian and Total U.S. Civilian [ abor Force

The repoit used for the information on employment in major occupational groupings
was the 1983 State Summaries of the 1980 U.S. Census of the Population, Characteristics
of the Population: General Social and Economic Characteristics. Estimates of male and
female civilian labor forces, 16 years and older, were compared between the total U.S.
figures and those for the category of American Indian, Eskimo, and Aleut. The six major
occupational groupings were used for the analysis.

on Reservations and Total Employed Persons

The data used to identify employment by industry for American Indians on
reservations was ottained from the MLL&MMam, Subject Renorts:

American Indians: Eskimos, and Aleuts on Identified Reservations and in the Historic
Areas of Oklahoma (Excluding Urbanized Areas) (1985). The data used to identify

fhmployment by industry for total populations of the 28 targeted states was obtlamed from
e 1983 State and National Summaries of the 1980 U.S. Census of the Population,
Characteristics of the Population: General Social and Economic Characteristics. The
comparisons of those 16 and older employed by industry for American Indians on
reservations to the total populations in the targeted 28 states were based upon the 10
classifications of the Standard Industrial Classification System.

W, merican
Indi i the Total Populagi

The data used to analyze work disabled American Indians compared to the total

population were obtamed from the 1983 State and National Summaries of the 1980 U.S,
 th 1 ristics of the Population; General Social and Economic
Characterjstics.

The data used for the comparisons of work disabled among American Indians
compared to the total population in the 28 states were based upon number of individuals
listed with a work disability by gender.

Dictionary of Qccupational Titles Azalysis of 26 Closures
plctionary ot teeupationgl Titles Azalysis of 26 losu

The data used was based upon the R-300 file from RSA for fiscal years 1980-82
based upon an analysis conducted by Morgan and O'Connell (1986). The investigators
sampled all American Indian clients and a random two percent sample of the remaining
cases for all other races from each of the target years. This sample consisted of 7,627
American Indian client cases and 23,116 cases for all other races who were accepted into
caseloads. Cases in which the client was not accepted into the agency's caseload or where
the client's race was not known were removed. The first two digits of the Dictionary of
Occupational Titles identified in the R-300 file were analyzed for this section for the 26
closures identified in the samples for American Indian and General Caseload clients.
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imitati . The Bureau of Indian Affairs unemployment estimates
were generated by each local Area Office using whatever information was available for the
reservation or tribal entity. Thus, there was not a standardized data collection procedure ’
used across Offices.

Data used from both the Bureau of Labor Statistics and the U.S. Bureau of the
Census are based upon sampling procedures in which sample statistics are used to estimate
population parameters. Thus, the data is subject to sampling error which is measured for
precision by the standard error of a survey estimate. Non-sampling error may be
introduced as a result of the many extensive and complex operations used to collect and
process census data.

Limitations associated with the Rehabilitation Services Administration data are
primarily related to the reliability of those reporting case file information and the accuracy
of recording this information to R-300 files. In addition, only Status 26 cases were
analyzed which does not provide a picture of the occupational placement pattemns of clients
who had vocational goals established but were closed in status 28.

Unemployment Rates of American Indians Compared
t0 Total Civilian Labor F

In this section unemployment rates for 1986 are presented comparing American
Indians living on and adjacent to rescrvations (BIA estimates) with total civilian workers
(BLS estimates) by the targeted nine regions. In addition, 1980 U.S. Census
unemployment figures are presented for American Indians living on reservations, all
American Indians living in the targeted regions and the total regional populations.

Figurs 1 shows the 1986 unemployment rates by federal regions. The unemployment
rates for American Indians living on and adjacent to reservations range from 29% in Region
VIto 51% in Regions I and V. By contrast the unemployment rates for total civilian
workers ranged from 5.3% in Region I t0 9.8% in Regica V1. There was an average
difference in unemployment ra‘es of 33.5% in the targeted 28 states.
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Figure 1

. Unemployment Rates by Federal Regions for American Indians Living
: On and Adjacent to Reservations and the Total Civilian Labor Force
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Figure 2 shows the 1980 U.S. Census unemployment rates by federal regions.
The unemployment rates for American Indians living on reservations ranged from 18.5% in
Region VIto 34.6% in Region V. The unemployment rates for all Indians within regions
ranged from 9.4% in Region VI to 19.3% in Region V. The unemployment rates for the
total civilian labor force within regions ranged from 4.2% in Region VII to 8.3% in Region
X. American Indians living on reservations had an average regional unemployment that
was 22.3% higher than the total civilian labor force. The average unemployment rate for
American Indians living on reservations was nearly two times that for all American Indians
(on and off reservation) by Region for the 28 targeted states.
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Unemployment Rates ¢f American Indians and the Total
Civilian Labor Force by Federal Region
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The following discussion provides unemployment information for the targeted nine
RSA Regions. Unemployment information for each of the 28 targeted states can be found
in Appendix D-1.

R5A Region ]

The state within Region I that was included in this comparison was Maine. Maine has
three federal Indian reservations within its boundaries. In 1986, American Indians in Maine
experienced an unemployment rate of 38% (BJA, 1987) compared to the total civilian labor
force of 5.3% (BLS, 1986-87). Unemployment rates based on the 1680 U.S. Census
figures for Maine were 28.1% for American Indians living on reservations, 16.6% for all
American Indians, and 7.6% for the total civilian labor force. -

RSA Region II

The state within Region II that was included in this comparison was New York. New
York has nine federal Indian reservations within its boundaries. In 198G, American Indians
in New York experienced an unemployment rate of 51% (BIA, 1987) compared to the total
civilian labor force unemployment rate of 6.3% (BLS, 1986-87). Unemployment rates
based on the 1980 U.S. Census figures for New York were 30.6% for American Indian:
living on reservations, 15.7% for all Indians, and 7.1% for the total civilian labor force.
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RSA Region IV

' The states within Region IV that were included in this compariscn were Florida,
Mississippi, and North Carolina. Region IV has a total of six federal indian reservations
within its boundaries. In 1986, American Indians in Region IV exzcrienced an
unemployment rate of 31% (BIA, 1987) compared to the total civilian labor force of 7.5%
(BLS, 1986-87). Unemployment rates based on the 1980 U.S. Census figures for Region
IV were 19.0% for American Indians living on reservations, 10.1% for all American
Indians, and 5.7% for the total civilian labor force.

RSARegion V

The states within Region V that were included in this comparison were Michigan,
Minnesota, and Wisconsin. Region V has a total of 30 federal Indian reservations within its
boundaries. In 1986, American Indians in Region V experienced an unemployment rate of
51% (BIA, 1987) compared to the total civilian labor force of 7.2% (BLS, 1986-87). The
unemployment figures based on the 1980 U.S. Census were 34.6% for American Indians
living on reservations, 19.3% for all American Indians, and 7.6% for the total civilian labor
force.

RSA Region VI

The states within Region VI that were included in this comparison were Louisiana,
New Mexico, Oklahoma and Texas. Region VI has a total of 62 federally recognized
American Indian reservations or tribal entities within its boundaries. In 1986, American
Indians in Region VI experienced an unemployment rate of 29% (BIA, 1987) compared to |
the total civilian labor force of 9.8% (BLS, 1986-87). The unemployment figures based on |
the 1980 U.S. Census figures were 18.5% for American Indians on reservations, 9.4% for
all American Indians, and 5.3% for the total civilian labor force. |

RSA Region VII

The states within Region VII that were included in this comparison were Iowa,
Kansas, and Nebraska. Region VII has a total of eight federal Indian reservations within its
boundaries. In 1986, American Indians in Region VII experienced an unemployment rate of
44% (BIA, 1987) compared to the total civilian labor force of 5.9% (BLS, 1986-87). The
unemployment rates based on the 1980 U.S. Census figures were 31.8% for American

Indians living on reservations, 14.5% for all American Indians, and 4.2% for the total
civilian labor force.

RSA Region VIII

The states within Region VIII that were included in this comparison were Colorado,
Montana, North and South Dakota, Utah and Wyoming. Region VIII has a total of 26
federally recognized Indian reservations within its boundaries. In 1986, American Indians
in Region VIII had an unemployment rate of 42% (BIA, 1987) compared to the total civilian
labor force of 6.8% (BLS, 1986-87). The unemployment rates based on 1980 U.S. Census

figures were 33.9% for American Indians living on reservations, 15.2% for all American
Indians, and 5.5% for the total civilian labor force.

RSA Region IX

The states within Region IX that were included in this comparison were Arizona,
California and Nevada. Region IX has a total of 117 federally recognized Indian
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reservations within its boundaries. In 1986, American Indians in Region IX experienced an
unemployment rate of 42% (BIA, 1987) compared to the total civilian labor force of 6.6%
(BLS, 1986-87). The unemployment rates based on the 1980 U.S. Census figures were
29.7% for American Indians living on reservations, 12.3% for all American Indians, and
6.2% for the total civilian labor force.

RSA Region X

The states within Region X that were included in this comparison were Alaska, Idaho,
Oregon and Washington. Region X has a total of 33 federally recognized Indizn
reservations and 197 tribal entities or Native Corporations (Alaska) within its boundaries.
In 1986, American Indians/Alaska Natives in Region X had an unemployment rate of 43%
(BIA, 1987) compared to the total civilian labor force of 8.9% (BLS, 1986-87). The
unemployment rates based on 1980 U.S. Census figures were 31.7% for American Indians

on reservations or villages, 17.9% for all American Indians, and 8.3% for the total civlian
labor force.

meri dians
t n

According to the 1980 U.S. Census, there were 104,449,817 persons employed in the
United States civilian labor force 16 years and over compared to 546,457 American Indians.
Comparisons of the percentages employed by gender for the total U.S. civilian labor force
and American Indians were approximately the same at 57% raales and 43% females.

Figures 3 and 4 show the percentages of American Indians employed in six major
occupational groupings by gender compared to the those employed in the total civilian labor
force. The participation rates in managerial/professional and technical/sales/administrative
support occupations for American Indian males were considerably lower in comparison to
the total civiliar labor force. A further breakdown of these groupings shows that the total
male civilian labor force has higher rates of participation in executive/administrative (1.45
times higher), professional speciality (1.55 times higher) and sales occupations (2 times
higher). By contrast, the occupational participation rates in precision production/craft/repair
and operator/fabricator/laborer occupations are higher for American indian males in
comparison to the total civilian labor force. The higher participation rates for American
Indian males are especially evident in the occupational groupings of handlers/equipment
cleaners/helpers/laborers (1.67 times highier) and service occupations, except protective
household (1.56 times higher).
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Figure 3

Males Employed in Major Occupational Groupings by American
Indians Compared with U.S. Civilian Labor Force
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Figure 4

Females Employed in Major Occupational Groupings by American
Indians Coripared with U.S. Civilian Labor Force
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Overall, American Indian females show participation rates in occupationai groupings
that were more similar to the total female civilian labor force than male comparisons( see
Figure 4). The greatest differences were in technical/sales/adminisrative support (7% lower
participation rate) and service occupations (8% higher participation rate). As wz3 the case
for males, American Indian females show lower participation rates in sales occupations and
higher participation rates in the category of service occupations, except private household
and protective services when compared to the total female civilian lzbor force. . The
following discussion provides comparisons of the occupational participation rates of
American Indians to total population figures by gender, and region in relation to six major
occupational groupings.

Region [

The participation rates in operator/fabricator/laborer occupaticas for American Indian
males in Region I (Maine) was very similar to that of the total male civilian labor force, 23%
and 22% respectively (refer to Table 1). This is the highest participation rate for American
Indian males in any of the occupational groupings included in this comparison. The lowest
participation rate for Indian males was in farming/forestry/fishing occupations, which was
6% as compared to 4% for the total male civilian labc ; force. The highest participation rate
of American Indian females was 33% in technical/sales/administrative support occupations.
This rate is 6% lower than that for the total female civilian labor force, which was 39%.
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More American Indians were employed in service occupations than was the total civilian
labor force. The rates were 22% for American Indian males compared to 13% for the total
male civilian labor force and 25% for American Indian females compared to 19% for the
total female civilian labor force. The total civilian labor force participated at a higher rate
than American Indians in managerial/professional specialty occupations, which was 20%
compared to 14% respectively.

Table 1

Occupational Participation of the American Indian and Total Civilian
Labor Force (16 years and over) for Region I (Maine)

American Indian Total Civilian
Civilian Labor Force Labor Force

Occupations By M F M F
Major Groupings % % % %
Managerial & Professional
Specialty 14.0 14.0 20.0 20.0
Technical, Sales &
Administrative Support 22.0 . 33.0 26.0 39.0
Service 22.0 25.0 13.0 19.0
Farming, Forestry &
Fishing 6.0 4.0 4.0 1.0
Precision Production,
Craft & Repair 13.0 4.0 15.0 3.0
Operators, Fabricators
& Laborers 23.0 20.0 22.0 18.0

Region Il

The highest participation rate of 26.6% for American Indian males in Region IT (New
York) was in technical/sales/administrative support.occupations. but was nearly 7% lower
than the rate for the total male civilian labor force which was 33.5% (refer to Table 2).
American Indian females had a rate of 40.3% compared to the total female civilian labor
force rate of 48.1%. More American Indians were employed in service occupations and
operator/fabricator/labor occupations than the total civilian labor force. In
farming/forestry/fishing occupations the participation rates for male and female American
Indians and total civilian labor force were very similar. These rates were 1.8% for
American Indian male compared to 1.3% for total civilian male labor force and .4% for

American Indian female compared to .5% for the total female civilian labor force. The rates

in managerial/professional specialty occupations were 16.1% for Indian males compared to
25.7% for total civilian males and 17.9% for Indian females compared to 23.6% for total
civilian females




Table 2

Occupational Participation of the American Indian and Total Civilian Labor
Force (16 years and over) for Region II (New York)

American Indian Total Civilian

Civilian Labor Force Labor Force ;
Occupations By M F M F
Major Groupings % % % %
Managerial & Professional
Specialty 16.1 17.9 25.7 23.6
Technical, Sales &
Administrative Support 26.6 40.3 33.5 48.1
Service 18.8 22.8 13.9 15.9 1
Farming, Forestry & |
Fishing 1.8 4 1.3 ] ‘
Precision Production, ' ‘
Craft & Repair 13.1 3.9 10.4 1.8 |
Operators, Fabricators
& Laborers 23.6 14.7 15.2 10.1
Region [V

}
|
American Indian males and females in Region IV participated at a higher rate in |
operator/fabricator/laborer occupations than the total civilian labor force (refer to Table 3). |
These rates were 32% for Indian males compared to 19.7% for total civilian males and 34% .
for Indian females compared to 15.6% for total civilian females in this occupational group. ‘
American Indians participated at a slightly higher rate in service occupations and at a |
significantly lower rate in managerial/professional specialty occupations. The rate for |
managerial/professional specialty occupations was 12.4% for Indian males compared to i

21% for total civilian males and 14.6% for Indian females compared to 20.2% for total
civilian females. |
|
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Table 3

Occupational Participation of the American Indian and Total Civilian Labor
Force (16 years and over) for Region IV

American Indian Total Civilian
Civilian Labor Force Labor Force
Occupations By M F M F
Major Groupings % % % %%

Managerial & Professional
Specialty

Technical, Sales &
Administrative Support

Service

Farming, Forestry &
Fishing

Precision Production,
Craft & Repair

Operators, Fabricators
& Laborers

Region V

The highest participation rate for American Indian males and females i Region V was in
technical/sales/administrative support occupations (refer to Table 4). These rates were

. 21.7% for Indian males and 35.2% for Indian females compared to 28.9% for total civilian
males and 44.5% for total civilian females. The lowest participation rate for both Indian
males and females of all occupational groupings in this comparison was in
farming/forestry/fishing occupations. The rates for American Indian males was 2.7% and
for Indian females was .8% compared to the tetal civilian male rate of 3.7% and female rate
of 1.6%.
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Table 4

Occupational Participation of the American Indian and Total Civilian Labor
Force (16 years and older) for Region V

American Indian Total Civilian
Civilian Labor Force Labor Force

Occupations By M F M F
Major Groupings % % % %
Managerial & Professional
Specialty 13.7 15.4 21.4 19.9
Technical, Sales &
Administrative Support 21.7 35.2 28.9 44.5
Service 20.4 28.9 14.0 20.7
Farming, Forestry &
Fishing 2.7 8 3.7 1.6
Precision Production,
Craft & Repair 13.4 2.5 12.4 2.0
Operators, Fabricators,
& Laborers 28.1 17.2 19.6 11.3
Region VI

The lowest participation rate for American Indians in Region VI was in farming/
forestry/fishing occupations (refer to Table 5). The highest rate for American Indians was
in technical/sales/administrative support occupations which was also true for the total
civilian labor force in Region VI. Indian male participation rates were 5.5% lower and
Indian female rates were 3.5% lower than the total civilian labor force in managerial/
professional specialty occupations. The rates for American Indians in operator/fabricator/
laborer occupations were 5.9% higher for males and 4.0% for females when compared to
the total civilian labor force. .
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Table 5

Occupational Participation of the American Indian and Total Civilian Labor
Force (16 years and over) for Region VI

American Indian Total Civilian
Civilian Labor Force Labor Force

Occupations By M F M F
Major Groupings % % % %
Managerial & Professional
Specialty 16.1 17.9 21.6 21.4
Technical, Sales &
Administrative Support 24.8 40.7 30.8 48.1
Service 16.1 24.7 12.3 18.8
Farming, Forestry & )
Fishing 3.0 1.0 29 .8
Precision, Production,
Craft & Repair 16.9 3.2 15.2 2.4
Operators, Fabricators&
Laborer 23.1 12.5 17.2 8.5
Region VIT

American Indian male and female participation rates in Region VII were higher than
the total civilian labor force rates in operators/fabricators/laborers occupations (refer to Table
6). Indian males were 8.9% and females were 6.2% higher than the total civilian labor
force. American Indian male and female rates in service occupations were higher than the
total civilian labor force; male Indian rates were 17.6% compared to 13.4% for total male
rate and the Indian female rate was 24.1% compared to 21.6% for tot.! female. As a group
American Indians had a lowerrate of 16.9% compared to 20.7% for the total civiiian labor
force in managerial/professional specialty occupations. The rate for the total male and
female civilian labor force was higher than the Indian male and female rate in farming/
forestry/fishing occupations. These rates were 8.6% for total male compared to 2.8% for
Indian male and 2.3% for total female and 1.2% for Indian female.
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Table 6

Occupational Participation of the American Indian and Total Civilian Labor
Force (16 years and over) for Region VII

American Indian Total Civilian
Civilian Labor Force Labor Force

Occupations By M F M F
Major Groupings % % % %
Managerial Professional
Specialty 16.2 17.7 20.9 20.6
Technical, Sales &
Administrative Support 21.2 359 27.8 43.5
Service 17.6 24.1 13.4 21.6
Farming, Forestry &
Fishing 28 1.2 8.6 2.3
Precision, Production,
Craft & Repair 16.4 5.5 12.4 2.6
Operators, Fabricators
& Laborers 25.8 15.6 16.9 9.4

Region VIII

American Indian participation rates in Region VIII were very similar to the total
civilian labor force in farming/forestry/fishing occupations (refer to Table 7). The
participation rates were 2.4% higher for Indian males and 2% higher for Indian females
than the total civilian labor force in operator/fabricator/laborer occupations. The Indian
male participation rate was 5.7% lower the rate for total male and Indian female was 4.7%
lower than the rate for total female in managerial/professional specialty occupations.

American Indian males and females had a higher rate than total civilian males and females in
service occupations.
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Table 7

Occupational Participation of the American Indian and Total Civilian Labor
Force (16 years and over) for Region VIII

American Indian Total Civilian
Civilian Labor Force Labor Force
Occupations By M F M F
Major Groupings % % % %

Managerial & Professional
Specialty 18.0 17.9 23.7 22.6

Technical, Sales &
Administrative Support 239 36.8 29.5 45.7

Service ‘ 23.7 325 13.4 20.5

Farming, Forestry 5.6 9 5.8 1.7
Fishing

Precision Production,

Craft & Repair 12.5 2.8 13.7 2.4

Operators, Fabrications
& Laborers 16.3 9.1 13.9 7.1

Region IX

Indian males had a participation rate in Region IX that was 11.6% higher than the
total male civilian rate and Indian females had a rate that was 15.5% higher than the total
female civilian rate in service occupations (refer to Table 8). The participation rate for
Indian male and females was higher than the total civilian labor force rates for
operator/fabricator/laborer occupations. The participation rates were higher for male and
female total civilian labor force than Indian male and femiale for managerial/professional
specialty occupations and technical/sales/administrative support occupations. The rates
were very similar for Indian male and female and total civilian labor force male and female
in precision production/craft/ repair occupations.




Table 8

Occupational Participation of the American Indian and Total Civilian Labor
Force (16 years and over) for Region IX

American Indian Total Civi'ian
Civilian Labor Force Labor Force
Occupations By M F M F
Major Groupings % % % %

Managerial &Professional.
Specialty

Technical, Sales &
Administrative Support

Service

Farming, Forestry &
Fishing

Precision Production,
Craft & Repair

Operators, Fabricators,
& Laborers

Region X

In service occupations, the Indian male participation rate in Region X was 19.9%
compared to 13.1% for total civilian males and Indian females was 26.9% compared to
19.5% for total civilian female (refer to Table 9). American Indian males and females had a
higher rate for operator, fabricator and labor occupations than did the total male and female
civilian labor force. The total civilian male and female rates were higher than the rates for
American Indian male and female in managerial professional specialty occupations and in
technical/sales/administrative support occupations. The rates of both male and female Indian
and total civilain male and female labor force were very. similar in farming/forestry/fishing
occupations and precision production/craft /repair occupations.




Table 9

Occupational Participation of the American Indian and Total Civilian Labor
Force (16 years and over) for Region X

American Indian Total Civilian
Civilian Labor Force Labor Force
Occupations By M F M F
Major Groupings % % % %
Managerial & Professional
Specialty 16.9 18.8 23.7 22.3
Technical, Sales &
Administrative Support 25.1 40.7 30.0 46.5
Service 19.9 26.9 13.1 19.5
Farming, Forestry &
Fishing 6.1 1.7 4.6 1.6
Precision, Production
Craft & Repair 12.2 2.2 13.1 2.3
Operators, Fabricators
& Laborers 19.8 9.7 15.5 7.8
Indians on Reservations and Total Regionallv Emploved
Persons 16 Years and Older

The following information compares the percentages of American Indians employed
in industries on reservations compared to total employed persons in the targeted 28 states.
The data is presented according to the Standard Industrial Classification system.

Overall for the 28 targeted states, the highest percentages of persons were employed
in the services industry for both American Indians employed on reservations and the-total
regionally employed persons (refer to Figure 5). The second highest percentage.of the total .
state employed persons were employed in manufacturing occupations while public
administration ranked second for American Indians. Proportionately within groupings,
there were two times more total employed persons in the 28 states employed in
manufacturing occupations, and over three times more persons employed in retail trade
occupations than American Indiuns, while there was six times more American Indians
employed in public administration occupations. Higher proportions of American Indians
were employed in agriculture/forestry/fishing/hunting/trapping, mining and construction
industries. Information related to individuals employed by industry for the targeted nine
regions is presented next. Employment in Industry for each of the targeted 28 states can be
found in Appendix D-3.
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Figure 5

Employment by Industry for American Indians on Reservations and Total
State Employed Persons 16 years and older for the Targeted 28 States

40

Percent Employed

9
c
(=}

2
o
2
=
@
c
3]
(&)

Manufacturing
Transportation
Wholesale Trade sk

Comm./Public Utils.

B A. \. Population
Total Population

Retail Trade
Finance/insurance/
Real Estate |

Services

Public Administration

Industry

Region |

The state within Region I that was included in this comparison was Maine. Maine
has three federal Indian reservations within its boundaries. American Indians in Maine

were employed at higher rates than the total state emj
forestry/fishing/hunting/trapping industry and the pu

ployed persons in the agriculture/
blic administration industry (refer to

Table 10). These rates were two times the rate of the total state employed in the agriculture/
forestry/fishing/hunting/trapping industry and nine times the rate in public administraticn.
Total state employed persons were employed at two times the rate of American Indians in
the construction industry, and four times the rate in the manufacturing iridustry.

American Indians in Maine were not represented in the mining industry and had a
very low rate (under 1.0%) in the trade industry (retail and wholesale). Representation of
both groups in the finance/insurance/real estate and services industry was comparable.




Table 10
Employment by Industry in Region I (Maine) for American Indians
on Reservations and Total State Employed Persons 16 years and Older

American Indians Total State

Industry Employed on Reservations Employed Persons

% %

Agriculture,

Forestry, Fishing,

Hunting & Trapping 7.7 3.2
Mining — 5
Construction 2.4 5.6
Manufacturing 5.7 27.2
Transportation,

Communication &

Public Utilities 3.6 5.8
Wholesale Trade — 3.6
Retail Trade 4 16.0
Finance, Insurance
& Real Estate 4.1 4.4
Services 26.7 28.3
Public Administration 49.4 5.4
Region 11

The state within Region II that was included in this comparison was New York.
New York-has nine federal indian reservations within it's boundaries. American Indians in
New York were not represented in the mining or wholesale trade industries (refer to Table
11). American Indians were eraployed at over eight times the rate of the total state
employed persons in the public administration industry, and three times the rate in the
construction industry.

Total state employed persons were represented at a rate three times the rate for
American Indians in the transportation/communication/public utilities industries, almost
four times the rate in the manufacturing industry, over five times the rate of American
Indians in the retail trade industry and over eight times the rate in the finance/insurance/real
estate industries. American Indians and total state employed perons were represented at
comparable rates in-the agriculture/forestry/fishing/hunting/trapping industries and the
services industry.
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Table 11

Employment by Industry in Region II (New York) for American Indians on
Reservations and Total State Employed Persons 16 Years and Older

American Indians Total State

Industry Employed on Reservations Employed Persons
% %

Agriculture,
Forestry, Fishing,
Hunting & Trapping 1.3 1.1
Mining — .1
Construction 12.6 3.7
Manufacturing 53 21.0
Transportation
Communication &
Public Utilities 2.7 8.2
Wholesale Trade _ 4.6
Retail Trade 2.7 15.0
Finance, Insurance
& Real Estate 1.0 8.3
Services 32.6 33.0
Public Administration 41.8 5.0
Region IV

The states within Region IV that were included in this comparison were Florida,
Mississippi, and North Carolina. These state have a combined total of six federal Indian
reservations within their boundaries.

American Indians and the total regionally employed persons had very low (under
1.0%) representation in the the mining industry (refer to Table 12). Both were represented
at comparable rates in the agricultural and construction industries. American Indians had a
rate that was almost five times higher in the public administration industry, and nearly one
and one half times the rate in the services industry in comparison to the total regionally
employed persons.

Total regionally employed persons had rates that were almost two and one half times
the rate of American Indians in the transportation/communication/public utilities industries,

. Q ‘o 1.3';’
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and rate five times higher *~ the retail trade industries, and over five times the rate in
finance/insurance/real estate industries.

Table 12

Employment by Industry in Region IV for American Indians on
‘Reservations and Total Regionally Employed Persons 16 Years and Older

American Indians Total State

Industry Employed on Reservations Employed Persons
% %

Agriculmrc,
Forestry, Fishing,
Hunting & Trapping 2.7 3.6
Mining 1 5
Construction 5.5 7.5
Manufacturing 15.9 21.0
Transportation
Communication &
Public Utilities 2.9 7.2
Wholesale Trade 1 4.2
Retail Trade 6.6 17.0
Finance, Insurance
& Real Estate 1.2 6.0
Services 40.7 28.0
Public Administration 24.3 5.0
Region V

The states within Region V that were included in this comparison were Michigan,
Minnesota and Wisconsin. There is a total of 30 federal Indian reservations located in the
states within Region V.

American Indians were not represented in the mining industry and had very low
(under 1.0%) representation in the wholesale trade industry (refer to Table 13). American
Indians and the total regionally employed had comparable rates in the agricultural and
related industries. American Indians had rates that were almost 10.5 times the rate of the
total regionally employed in the public administration industry and over two times the rate
in the construction industry.




The total regionally employed had rates that were over two and one half times the rate
of American Indians in the transportation/communication/public uzlities, almost two times
the rate in the manufacturing industry, and a rate over two times in finance/ insurance/real
estate industries. The rate for the total regionally employed in the the service industry was
7.2% higher than the rate for American Indians.

Table 13

Employment by Industry in Region V for American Indians on Reservations
and Total Regionally Employed Persons 16 Years and Older

American Indians Total State

Industry Employed on Reservations Employed Persons
% %

Agriculture,
Forestry, Fishing,
Hunting & Trapping 4.3 4.0
Mining - 4
Construction 9.8 4.5
Manufacturing ) 15.0 27.0
Transportation
Communication &
Public Utilities 2.3 6.0
Wholesale Trade 4 4.0
Retail Trade 3.7 17.0
Finance, Insurance
& Real Estate 1.9 5.1
Services 20.8 28.0
Public Administration 41.8 4.0
Region V]

The states within Region VI that were included in this comparison were Louisiana,
New Mexico, Oklahoma and Texas. These states have a combined total of 62 federally
recognized Indian reservations or tribal entities within their boundaries.

American Indians had rates that were comparable to the total regionally employed
persons in the services and mining industries. American Indians had rates that were 2.3%
higher in the contruction and 4.7% higher in the manufacturing industries (refer to Table
14). The rate for American Indians was about one and one half times the rate of the total
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regionally employed in the agricultural and related industries, and over two and one half
times the rate in the public administration industry.

The total regionally employed had rates that were almost two times the rates of
American Indians in the transportation/communication/public utilities, and over two and
one half times in the finance/insurance/real estate industries. The total regionally employed
rate was over two times the rate for American Indians in the retail and wholesale trade
industries.

Table 14

Employment by Industry-in Region VI for American Indians on
Reservations and Total Regionally Employed Persons 16 Years and Older

‘ American Indians Total State

Industry Employed on Reservations Employed Persons
% %

Agriculture,
Forestry, Fishing,
Hunting & Trapping 54 3.1
Mining 4.1 3.9
Construction 10.9 8.6
Manufacturing 21.2 16.6
Transportation
Communication &
Public Utilities 4,3 7.7
Wholesale Trade 1.4 4.9
Retail Trade 8.9 16.6
Finance, Insurance
& Real Lstate 2.0 5.7
Services 28.4 27.9
Public Administration 13.4 5.0
Region VII

. The states within Region VII that were inciuded in this comparison were Iowa,
Kansas and Nebraska. These states have a combined total of eight federally recognized
Indian reservations within their boundaries.
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Wcm-th had a rate that was almost one and one half times the rate of the
total regionally employed in the construction industry and over eight times the rate in the

public administration industry (refer to Table 15). American Indians also had a rate that
was about one and one half times higher than the rate of the regionally employed in the
services industry. American Indians were not represented in the mining and the wholesale
trade industries.

'The regionally employed had rates that were over two times the rates of American
Indians in the agricultural and related industries and finance/insurance/real estate industries.

Table 15
Employment by Industry in Region VII for American Indians on
Reservations and the Total Regionally Employed
Persons 16 Years and Older
_ American Indians Total State
Industry Employed on Reservations Employed Persons
o %
Agriculture,
Forestry, Fishing, :
Hunting & Trapping 6.6 8.9
Mining _ i
Construction 8.5 5.7
M:, ufacturing 4.6 18.4
Transportation
Communication &
Public Utilities ' .8 7.5
Wholesale Trade — 49
Retail Trade 2.6 16.4
Finance, Insurance
& Real Estate 34 5.5
Services 40.7 27.9
Public Administration 32.8 4.1
: Q l 3 8
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The states within Region VIII that were included in this comparison were Colorado, |
Montana, North Daknta, South Dakota, Utah and Wyoming. These states in Region VIII |
have a combined total of 26 federally recognized Indian reservations.

American Indians and the total regionally emplcyed have comparable rates in the
agricultural/forestry/fishing/and related industries and the construction industry (refer to
Table 16). American Indians had very low (under 1.0%) representation in the mining and |
wholesale trade industries. American Indians also had a rate that was over 9% higher in the ;
service industry than the rate for the total regionally employed and a rate over four and one
half times higher in the public administration industry.

The total regionally employed had a rate that was over two times the rate for American
Indians in the manufacturing and finance/insurance/real estaté industries. Their rate was
almost three times higher in the transportation/communication/public utilities industries, and
a rate that was over four times higher in the retail trade industry.

Table 16

Employment by Industry in Region VIII for American Indians on Reservations
and the Total Regionally Employed Persons 16 Years and Older

American Indians Total State
Industry Employed Ol’(ly Reservations Employec(iy Persons
( (

Agriculture,
Forestry, Fishing,
Hunting & Trapping
Mining
Construction
Manufacturing
Transportation
Communication &
Public Utilities
Wholesale Trade
Retail Trade

Finance, Insurance
& Real Estate

Services

Public Administration
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The states within Region IX that were included in this comparison were Arizona,
California and Nevada. These states had a combined total of 117 federally recognized
Indian reservations or rancherias within their boundaries.

American Indians and the total regionally employed have comparable employment
rates in the construction industry and the u'ansportauon/commumcauon/pubhc utilities
industries (refer to Table 17). American Indians had a rate in that is almost two times the
rate for the total regionally employed in the the agriculture/forestry/fishing/hunting/trapping
industry and a rate that was four and one half times in the public administration industry.
The American Indian rate in the service industry was 8.0% higher than the rate for the total
regionally employed.

The total regionally employed had a very low rate ( under 1.0%) in the mining
industry and a rate that was over two and one half times the rate for American Indians in the
manufacturing industry. Their rate was over two and one half times the rate for American
Indians in the trade industries (retail and wholesale).

Table 17

Employment by Industry in Region IX for American Indians on Reservations
and the Total Regionally Employed Persons 16 Years and Older

American Indians Total State

Industry Employed on Reservations Employed Persons
% %

Agriculture,
Forestry, Fishing,
Hunting & Trapping 5.8 3.0
Mining 5.0 .6
Construction 7.6 6.0
Manufacturing 7.1 19.3
Transportation,
Communication &
Public Utilities 5.0 7.1
Wholesale Trade 3 4.3
Retail Trade 5.3 16.6
Finance, Insurance
& Real Estate 1.3 7.1
Services 38.7 30.7
Public Administration 23.9 53
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Region X
The states within Region X that were inciuded ix. this comparison were Alaska,

Idaho, Oregon and Washington. These states have a combined total of 33 federally
recognized Indian reservations and 197 tribal entities or Native Corporations.

American Indians and the total regionally employed had comparable rutes in
agriculture/forestry/fishing/hunting/trapping industry and the service industry (refer to
Table 18). American Indians had rates that were over two times the rates of the total
regionally employed ir the mining and construction industries and a rate that was over three
times the rate of the total regionally employed 1 the public administration industry.
American Indians in Region X had a very low xate (under 1.0%) in the
transportation/communication/public utilities industries.

The total regionally employed had a rate that was almost two times that of American
Indians in the manufacturing industry, over three times greater in the finance/insurance/real
estate industry and a rate that was 2.3% higher than American Indians in the trade
industries (retail and wholesale).

Table 18

Employment by Industry in Region X for American Indians on Reservations
and the Total Regionally Employed Persons 16 Years and Older

American Indians Total State
Industry Employed on Reservations Employed Persor.s
A % %
Agriculture,
Foerestry, Fishing,
Hunting & Trapping 6.9 4.7
Mining 1.1 S
Construction 14.0 6.8
Manufacturing 10.1 ) 18.3
Transportation
Communication &
Public Utilities .6 7.7
Wholesale Trade 9.3 4.8
Retail Trade 10.4 17.2
Finance, Insurance
& Real Estate 1.9 6.1
Services 28.3 28.4
Public Adminsstration 17.4 5.5
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Work disability status information is presented in this section for American Indians,
compared to total state population figures for the nine targeted regions.

For the 28 targeted states, the percentages of work disabled American Indians was
1 1/2 times greater than the figures for work disabled persons in the total population (refer
to Figure 6). The average work disabled rates for American Indians was 12.6% for males
and 11 9% for females compared to 9% and 7.5% for males and females in the total
populations of the Z8 states.

Figure 6

Work Disability Status of Noninstitutional American Indians and
Total Population by Sex for the Targeted 28 States

Percentage of Work Disabled

Male Female
Sex

B American Indian
Total Population

While the majority of work disabled persons in both the American Indian and total
population groups lived in-urban areas, more work disabled American Indians lived in rural
areas. Fifty-two percent of American Indien males and 54% of females lived in urban areas
of the 28 states compared to 65% and 68% of the total population.

Figures 7 and 8 show the percentages of work disabled American Indians and total
populations by region for males and females. The highest rate of work disabled American
Indian males (17.2%) was in Maine which was the only state targeted in Region I. The
lowest rate of work disabled American Indian males (7 7%) was in Reglon VIO which also
had the lowest rate for the total population in comparison to other regions. The lowest
work disability rates for American Indian females (8.6%) and total population females
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(6.3%) were also in Region VIII. The highest work disability rate for American Indian
females (13.8%) was in New York which was the only state targeted in Region II.

Work Disability Status of Noninstitutional American Indian

Figure 7
Males and Total Population by Federal Region

Percentage of Work Disabled Males

Ion W VOV VT VIl X X 28

Targeted
Region States

I American Indian Males
Total Population Males

~

o - 7129




Figure 8

Work Disability Status of Noninstitutional American Indian
Females and Total Population by Federal Region
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The following information compares the work disability status of American Indians
and the total population by sex for the nine targeted regions. Work disability status by state
can be found in Appendix D-4.

RSA Region [

The 1980 U.S. Census showed that the percentages of work disabled for American
Indians in Region I were 17.2% for males and 13.2% for females. Of the work disabled
males 36% lived in urban areas and 64% lived in rural areas. Thirty-one percent of the
work disabled females lived in urban areas compared to 69% in rural areas.

By compatison the percentages for the total regional population in Region I were
11% for males and 8.5%.for females. A higher percentage of male and female work
di%a‘ly)led in the total regional population lived in urban areas, males (44%) and females
(48%). .

RSA Region I

In Region II, 13.8% of both male and female American Indians were work
disabled. Of the work disabled males 69% lived in urban areas and 31% lived in rural
areas. Of the work disabled females 76% lived in urban areas and 24% lived in rural areas.

By comparison, 8% of males and 7.4% of females of the total regional population
were work disabled in Region II. Of these, 84% of males and 87% of females lived in
urban areas.
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jon IV

In Region IV, 14.6% of male and 13.4% of female American Indians were work
disabled. Of the work disabled males 50% lived in urban areas and 50% lived in rural
areas. Of the work disabled females, 47% lived in urban areas and 53% lived in rural
areas.

By comparison, 11.1% of male and 9.1% of the females of the total regional
population were work disabled. Of the work disabled males 55% lived in urban areas and
45% lived in rural areas. Of the work disabled females 57% lived in urban areas and 43%
lived in rural areas.

RSA Region V
_ InRegion V, 14% of male and 11.7% of female American Indians were work

disabled. Of the work disabled males 56% lived in urban areas and 44% lived in rural
areas. Of the work disabled females 62% lived in urban areas and 28% lived in rural areas.

By comparison, 8.3% of male and 7% of females of the total regional population
were work disabled. Of the work disabled males 65% lived in urban areas and 35% lived
in rural areas. Of the work disabled females 70% lived in urban areas and 30% lived in
rural areas.

jon VI

In Region VI, 12.3% of male and 10.8% of female American Indians were work
di%ablcd. Of the work disabled American Indians 50% of male and 50% of females lived in
urban areas.

By comparison, 9.8% of male and 8.2% of females of the total regional population
were work disabled. Of these 68% of males and 59% of feraales of the work disabled
lived iu urban areas.

RSA Region VII

In Region VII, 13.4% of male and 12.7% of female American Indians were work
disabled. Of these 64% of male and 74% of females lived in urban areas.

By comparison, 8% of male and 6.6% of females in the total regional population
were wotk disabled. Of these 62% of males and 67% of females lived in urban areas.

RSA Region VIII

InRegion VIII, 9.8% of male and 8.6% of female American Indians were work
disabled. Of these 44% of male and 46% of female lived in urban areas.

By comparison, 7.7% of male and 6.3% of females in the total regional population
were work disab’2d. Of these 62% of male and 65% of females lived in urban areas.

RSA Region

In Region IX, 12.1% of male and 10.9% of female American Indians were work
disabled. Of these 61% of males and 58% of females lived in urban arezs.
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By comparison, 8.8% of male and 7.8% of females in the total regional population
were work disabled. Of these 85% of male and 86% of females lived in urban areas.

RSA Region X

: In region X, 12.7% of male and 12.6% of female American Indians were work
. disabled. Of these 50% of males and 52% of females lived in urban areas.

i By comparison, 8.9% of male and 7.4% of females in the total regional population
¢ were work disabled. Of these 61% of males and 66% of females lived in urban areas.

Dictionary of Occupational Title Analysis of 26 Closures for American
Rehabilitation Services Administration.

‘ The following results are based upon data pertaining to successfully closed cases
L (status 26) reported by states to RSA during 1980, 1981 and 1982.

A total of 3,664 American Indian clients and 7,086 clients from the total caseload
sample were closed successfully in status 26 among the targeted 28 states. The first digit
of the Dictionary of Occupational Titles (DOT) was used to classify the occupational
placements of those by gender from both groups who were closed in status 26.

Overall, the occupational placements differed most between American Indian and
total caseload male clients in the. groupings of clerical/sales and structural work occupations
(refer to Figure 9). Total caseload male clients were placed 1.57 times more in clerical/
sales occupations-and Americ+u Indian clients were placed 1.43 times more in structural
occupations. Total caseload - zies were placed in professional/technical/managerial
occupations three percent more often than American Indian males and American Indian
males were placed n agricultural/fishery/forestry/related occupations three percent more
often man the total caseicad males.
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Figure 9

DOT Classification for RSA 26 Closures
by American Indian and Total Caseload Males

30 -+

Percentages.

_4 ] - b, 6 . N ~ -’
g8 = ¢ B 2 8§ E§ £ 3
K=} e 3 e 20 B © = = S
g « g 2 ',§ s ': L —_ 8
o ] ® w § 3] w 8
28 o g ] s 5 2
8= ¢ = & £ & 2 3
e 3 2 S S S

G 3 = &

2 B Al Males

Occupational Categories Total Pop. Males
p

For female clients, the greatest differences in occupational placements were in the
groupings of clerical/sales and processing occupations (refer to Figure 10). Total caseload
female clients wete placed in clerical/sales occupations seven percent more often than
American Indian females and American Indian female clients were placed in processing
occupations five percent more often than total caseload females.




Figure 10

DOT Classification for RSA 26 Closures
by American Indian and Total Caseload Females

The following information compares the vocational placements of American Indians and
total caseload clients by sex for each region. Because of the low placements in Maine and
New York, they have been combined for analysis.
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The occupational placements differed most between American Indian and total
cascload male clients in four groupings (refer to Table 19). Total caseload male clients
were pld 2d two and two thirds times higher in professional/technical/managerial
occupations and over two times higher in clerical/sales nccupations than American Indian
male clients. American Indian male clients were placed over three times higher in
processing occupations and over two times higher in structural work occupations than total

caseload clients.
For females, the greatest differences were in twe areas. Toial! caseload female

clients were-placed eight percent more ofter in procyssing occupations and American Indian
female clients were placed seven percent more often in machine trades occupations.
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Table 19

DOT Classification for RSA 26 Closures in Regions I and II
by American Indians, Total Caseload and Sex

Males Females

American Total American Total

DOT Classification Indian Caseload Indian Caseload
% % % %

Professional, Technical, and 6 16 13 11
Managerial Occupations
Clerical and Sales Occupations 6 13 22 19
Service Occupations 12 15 13 14
Agricultural, Fishery, Forestry 3 1 0 0
and Related Occupations
Processing Occupations 25 s 8 13 21
Machine Trades Occupations 18 29 35 28
Bench Wotk Occupations 6 6 ! 6
Structural Work Occupations 15 6 0 0
Miscellaneous Occupations 9 6 0 1
Region [V

The occupational placements differed the most between American indian and total
caseload male clients in four areas (refer to Table 20). Nearly three times as many males in
the total caseload were placed in cleri sal/sales occupations and nearly two times as many
were placed in service occupations when compared to American Indian male clients. Twice
as many American Indian male clients were placed in agricultural/ fishery/forestry/related
occupations and théy hadl 10% mote¢ placements in structural work occupations.

For females, there were five areas that differed the most. There was eight percent
more placements for total caseload female clients in clerical/sales occupations and 11%
more in service occupations. American Indian female clients were placed two times as kigh
in bench work occupations and 9% more often in processing occupations in comparison to
the total caseload female chients. They were also placed three times higher in
agriculture/fishery/forestry/occupations.
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Table 20

DOT Classification for RSA 2€ Closures in Regions IV
by American Indians, Total Caseload and Sex

Males Females

American Total American Total

DOT Classification Indian Caseload Indian Caseload
% % % %

Professional, Technical, and
Managerial Occupations 4 9 8 >
Clerical and Sales Occupations 4 11 12 20
Service Occupations 9 17 ? 29
Agricultural, Fishery, Forestry 16 8 7 2
and Related Occupations
Processing Occupations 6 S 33 24
N achine Trades Occupations 8 ' 10 4 4
Bench Work Occupations 10 6 16 8
Structural Work Occupatons 29 19 1 1
Miscellaneous Occupations 14 15 1 3
Region V.

The types of occupational placements for American Indian and total caseload males
are quite similar in Region V (refer to Table 21). The groupings with the most difference
were clerical/sales occupations in which the total caseload clients were placed four percent
more ogtcn and machine trades in which American Indian clients were placed three percent
more often.

The occupational placements for females differed most in three areas. American
Indian female clients were placed 5% more often in professional/technical/managerial
occupations and twice as high in machine trades occupations. Total caseload females were
placed in processing occupations four percent more often.
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Table 21

DOT Classification for RSA 26 Closures in Region V
by American Indians, Total Caseload and Sex

Males Females
: Araerican Total American Total
) DOT Classification Indian Caseload Indian Caseload
% % % %
: Professional, Technical, and
: Managerial Occupations 18 18 22 17
Clerical and Sales Occupations 5 9 23 26
i Service Occupations. 16 18 22 23
Agricultural, Fishery, Forestry
) and Related Occupations 5 4 0 1
; Processing Occupations 10 8 12 16
: Machine Trades Occupations 15 12 10 5
Bench Work Occupations 8 9 8 7
Structural Work Occupations 13 13 1 1
Miscellaneous Occupations 10 9 2 4
Region V]

The occupational placements for American Indian and total caseload male clients in
Region VI differed the most in four areas (refer to Table 22). Total caseload male clients
were placed in clerical/sales and miscellaneous occupations at five percent more often,
while American Indian males had a two times higher rate in processing occupations and
were placed four percent more often in structural work occupations.

For females, the differences were primarily in two areas. Total caseload female
clients were placed in clerical/sales occupations nine percent more often while American
Indian female clients were placed in processing occupations 14% more often.
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Table 22

DOT Classification for RSA 26 Closures in Region VI
by American Indians, Total Caseload and Sex

Males Females
American Total American Total
DOT Classification Indian Caseload Indian Caseload
% % % %
Professional, Technical, and
‘Managerial Occupations 13 15 12 14
Clerical and Sales Occupations 7 12 16 25
Service Occupations 17 18 28 29
Agricultural, Fishery, Forestry
and Related Occupations 6 4 1 1
Processing Occupations 14 7 37 23
Machine Trades Occupations 10 ' 10 1 2
Bench Work Occupations 5 5 3 3
‘. Structural Work Occupations 21 17 1 1
‘ Miscellaneous Occupations 7 12 1 2
Region VII

The occupational placements for American Indian and total caseload male clients
differed the most in three areas (refer to Table 23). fotal caseload male clients were placed
in clerical/sales occupations at a rate over five times higher and a rate of three times higher
in bench work occupations then American Indian male clients. American Indian male
clients were placed at a rate nearly wiree times higher in structural work occupations.

ETNY

= The greatest differences for female clients were in"two areas: -American Indian-
female clients were placed in clerical/sales occupations eight percent more often while total
caseload female clients were placed in machine trades occupations six percent more often.
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Table 23

DOT Classification for RSA 26 Closures in Region VII
T by American Indians, Total Caseload and Sex

Males Females
X American Total American Total
~ DOT Classification Indian Caseload Indian Caseload
> % % % %
Professional, Technical, and
Managerial Occupations 19 16 16 18
Clerical and Sales Occupations 2 11 21 13
: Service Occupations 20 18 27 29
) Agricultural, Fishery, Forestry
. and Related Occupations 2 4 3 1
‘ Processing Occupations 6 8 27 24
a Machine Trades Occupations 10 13 0 6
Bench Work Occupations 2 7 3 5
Structural Work Occupations 27 10 3 1
Miscellaneous Occupations 12 13 0 3
Region VIII

The occupational placements for American Indian and total caseload males in
Region VIII differed the most in two areas (refer to Table 24). Total caseload male clients
were placed in service occupations five percent more often while American Indian male
clients were placed in structural work occupations 11% more often.

: For females, occupatiosal placements differed most in three areas. General

: population female clients were placed in clerical/sales occupations nearly twice the rate.
American Indian female clients were placed six percent more often in service occupations
and a rate nearly three times higher in bench work occupations.




Table 24

DOT Classification for RSA 26 Closures in Region VIII
by American Indians, Total Caseload and Sex

Females

American Total American Total

DOT Classification Indian Caseload Indian Caseload
% % % %

Professional, Technical, and
Managerial Occupations 15 17 19 18
Clerical and Sales Occupations 6 9 15 28
Service Occupations 16 21 30 24
Agricultural, Fishery, Forestry
and Related Occupations 6 4 0 0
Processing Occupations 5 8 21 19
Machine Trades Occupations 11 13 3 6
Bench Worlk Qccupaiions 8 6 8 3
Structural Work Gccupations 25 14 2 1
Miscellaneous Occupations 8 8 2 1
Region IX

The occupational placements for American Indian and total caseload males in
Region IX differed the most in four areas (refer to Table 25). Total caseload male clients

were placed more often in professional/technical/mana;
higher) and four percent higher in bench work occupati

gerial occupations (six percent
ions. American Indian male clients

had a three times higher rate in processing occupations and were placed at a six percent
higher rate in machine trades occupations when compared to total caseload male clients.

American Indian and total caseload female clients had more differences in
occupational placements than did males. Total caseload female clients were placed more

often in clerical/sales occupations (13% higher) and five
occupations. American Indian female clients were placed

percent higher in processing
| in professional/

technical/managerial occupations seven percent more often and machine trades occupations
nine percent raore often than total caseload female clients.
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Table 25

DOT Classification for RSA 26 Closures in Region IX
by American Indians, Total Caseload and Sex

Females

American Total American Total

DOT Classification Indian Caseload Indian Caselrad
% % % %

Professional, Technical, and
Managerial Occupations 13 19 27 20
Clerical and Sales Occupaticns 12 15 26 38
Service Occupations 20 17 19 15
Agricultural, Fishery, Forestry
and Related Occupations 6 3 0 2
Processing Cxcupations s 2 7 12
Machine Trades Occupations 15 9 11 2
Bench Work Occupations 6 10 9 6
Structural Work Occupations 14 16 1 1
Miscellaneous Occupations 8 9 0 4
Region X

The occupational placements for American Indian and total caseload male clients in
Region X differed most in two areas (refer to Table 26). Total caseload males were placed
in professional/technical/managerial occupations seven percent more often while American
Indian male clients were placed in agricultural/fishery/forestry/related occupations at a rate

over two times higher.

For females, the greatest differences were in three areas. Total caseload female

clients were placed in clerical/sales occupations nine
female clients were placed in service occupations eigl

work occupations over two times higher than total caselcad female clients.

percent more often. American Indian
ht percent more often and in bench




Table 26

DOT Classification for RSA 26 Closures in Region X
by American Indians, Total Caseload anid Sex

Males Females
American Total American Total

DOT Classification Indian Caseload Indian Caseload

% % % %
Professional, Technical, and
Managerial Occupations 11 18 15 18
Clerical and Sales Occupations 9 9 22 31
Service Occupations 19 16 26 18
Agricultural, Fishery, Forestry
and Related Occupations 10 4 ’ 3 1
Processing Occupations 7 6 18 21
Machine Trades Occupations 15 16 6 S
Bench Work Occupations 7 8 7 3
Structural Work Occupations 14 12 1 0
Miscellaneous Occupations 8 11 2 3

Summary

The purpose of this section was to analyze labor market participation factors
associated with American Indian employment in general contrasted to total civilian labor
force employment. Information was also presented that compared factors associated with
the labor market participation of American Indians with disabilities to individuals from the
general population who are disabled. Secondary sources of information were used for the
analyses which were obtaired from the: (a) U.S. Bureau of the Census, (b) U.S. Bureau
of Labor Statistics, (¢) U.S. Bureau of Indian Affairs, and (d) Rehabilitation Services
Administration of the U.S. Départment of Education. The labor market participation
factors which were analyzed in this report are: (a) unemployment rates, (b) participation in
occupations, (c) employment by industry, (d) work disability status, and (e) vocational
placement of RSA cases closed in status 26.

Unemployment Rates

Despite the differences in unemployment rates reported by 1980 U.S. Census and
1987 BIA estimates, it is clearly evident that the unemployment rates of American Indians,
especially those living on or adjacent to reservations, are pervasively higher than
unemployment experienced in the total civilian labor force in the 28 states. Whether the
unemployment figures for American Indians living on or adjacent to reservations are under-
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estimates or whether the average differences in anemployment are 5.47 times higher (BIA
and BLS estimates) or 4.49 times higher (1980 U.S. Census), the fact remains that there
are consistently higher employment rates among American Indians living on or adjacent to
reservations compared to the total civilian labor force.

~ The:unemployment rates for American Indians living on or adjacent to reservations
were 1.97 times higher than for American Indians living both on and off reservations. In
addition, American Indians living both on and off reservations had a 3.38 times higher rate
of unemployiment than those for the total civilian labor force.

The unemployment rates acorss six of the nine targeted regions were reasonably
consistent. Regions I, IV, and VI had the lowest unemployment rates for American
Indians living nr -~ ~4¥»~ant to reservations but they were still an average of 4.34 (BIA and.
fI.BLS estimate’ ) ~~  ,.03°(1980 U.S. Census) times higher than for the total civilian labor

orce.

Ea‘ N g’pag’gnr in Occypations

The 1980 U.S. Census showed that American Indian males and females participate
at different rates in several major occupational groupings when compared to the total U.S.
Civilian Labor Force. The total male and female civilian labor force are employed at higher
rates in managerial/professional specialty.and technical/sales/administrative support
occupations when compared to American Indian males and females. These differences are
higher for males than females. The total male civilian labor force had a 1.45 times higher
rate in executive/administrative, a 1.55 times higher rate in professional specialty and a 2
ft.imes higher rate in sales occupations when compared to American Indian males in the labor

orce.

American Indian males and females had higher rates of participation in service and
operator/fabricator/laborer occupations. The differences were higher for females in service
occupaiions in'which 8% more American Indian females were employed when compared to
the total female civilian labor force. Seven percent niore American Indian males were
employed in operator/fabricator/laborer occupations when compared to the total male
civilian labor force.

The lower participation rates in managerial/professional specialty and technical/
sales/adwninistrative occupations and the higher rates in service and operator/fabricator/
laborer occupations for American Indians compared to the total civilian labor force were
reasonably consistent across regions.

Employment by Industry -

American Indians living on or adjacent to reservations were employed in industries
at different rates when conipared to total state employed persons 16 years and older. The
percentages employed in "goods producing” industries (agriculture/forestry/fishing/
hunting/trapping, mining/energy, construction and manufacturing) and the "service
producing” industries (transportation/communicatons/public utilities, wholesale trade,
retail trade, finance/insurance/real estate, services and public administration) are
proportionately similar for American Indians on reservations compared to the total
population. But, a comparison of specific industries shows substantial differences.

Employment by industry for the total employed persons in the 28 states showed a 2
times higher rate in manufacturing, 3.5 times higher rate in transportation/communication/
public utilities, 2.5 times higher rate in wholesale trade, 3.4 times higher rate in retail trade,




and a 3 times higher rate in finance/insurance/real estate industries when compared to
American Indians employed on reservations. By contrast, American Indians on.
reservations wer employed slightly higher in agnculture/foresuy/ fishing/huntirg/trapping,
mining and services industries. They also had a 1.5 times higher rate of employment in the
construction industry-and a 6 times higher rate in the public administration industry.

The employment in industry patterns were reasonably consistent across regions
when conipared to employment by industry in the total 28 states. American Indians on
reservations had higher rates in the public administration industry ai: comparable rates to
the total regionally employed in the services industry. The total regionally employed
.persons had higher rates in manufacturing, finance/insurance/real estate, retail and
wiolesale industries.

Work Disability §

Work disabilities among American Indians were more prevalent than for the total
populatlon in the targr+2d 28 states. The wori disability rate for American Indian males
was 1.4 times higher.:_ad it:-was 1.6 times higher for American Indian females when
compared to. the total popilation by gender. While the majority of both American Indians
and the total population with work disabilities lived in urban areas, higher percentages cf
work disabled American Indian males (48%) and females (46%) lived in rural areas when
compared to total population males (35%) and females (32%).

The highest percentage of work disabled American Indian mzies was in Region I
(Maine) and Region II (New York) for females. The highest percentages of work disabled
males and females in the total population were in Region IV. The lowest ; percentages of
both American Indian and total population males and females were in Region VIII. In
Rei)glons L, IV, and VIII moere work disabled American Indians lived in rural areas than in
urban areas.

Vocational Pl n R 1 in 2

Overall, American Indian clients were placed into occupational categories at
somewhat consistent rates when compared to the total caseload clients in the 28 states.
American Indian clients were placed in several occupational areas similiar, but not as
differential, to patterns identified in the occupational y “tticipation analysis. Both American
Indian male and female clients were placed at lower rates than the total caseload in clerical
and sales occupations. ‘American Indian male clients were placed less often than the total
caseload males in professional, iechni~al and managerial occupations aand more often in
structural work occupations. These patterns also parallel the types of industries American
Indians are employed in on reservations. Lower proportions of American Indians living on
reservations compared to the total caseload figures are employed in industries that most
closely relate to sales occupations (wholesale trade, retail trade and finance, insurance and
real estate). Higher proporations of Americax Indians living on reservations compared to
total population figures were employed in industry that most closely relates to structural
work occupations (construction).

Overall, American Indian female clients were placed into occupational groupings
more similar to total caseload fernales than comparisons of males in the two groupings.
American Indian females were placed in professional/technical/managerial, processing and
bench work occupations at slightly higher rates than total caseload females.
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THE NATURE AND EXTENT OF COOPERATIVE EFFORTS BY STATE
VOCATIONAL REHABILITATION PROGRAMS FOR INDIAN
PEOPLE WHO ARE DISABLED

The purpose of this section is to describe the nature and extent of cooperative
efforts by State VR and Blind Service agencies in 27 states with significant American )
Indian populations in relationship to the i improvement of vocational rehabilitation services 3
‘to American Indians who are disablex: ‘rhree respondent groups were identified for |
interviewing: "(1) ‘State 'VR and Blind Service administrators; (2) State VR district :
‘managers; and (3) Indian VR project directors. The interviews consisted of questions
related to several key issues that would identify the special problems and needs of
American Indians with disabilities, as well as articulate the nature and extent of cooperative
efforts between state VR and Blind Service agencies and Indian tribal groups.

Furst, the policies, strategies, and activities of the State agencies that have been
implemented, or S+ being planned for implementation, were addressed. The questions
related to this isstr 1avestigated agency planning activities in response to the new
legislation, designaied staff '*esponS1b1hty, efforts to increase communication with tribes,
and special initiatives targeting improved VR sexvices for American Indians.

Second, e problems, or barriers, to improving vocational rehabilitation services to
American Indis:is who are disabled were addressed. The barriers most frequently cited in
the relevant Titerature are: (1) cultural, (2) linguistic, (3) geographic/residency patterns,
C)) gloclocconomxc conditions, (5) governmental relations, and (6) type of disabling
conditions

Third, the soiutions to overcoming the barriers to improving vocational
rehabilitation services to American Indians who are d15ab1ed were investigated. Fourth, the
survey included ¢- “stions related to the State VR agencies' response to Part A, Section 101
(20) of the 1986 R.authorization of the Rehabilitation Act, requiring, as appropriate, that the
state actively consult with Indian tribes, tribal organizations, and Native Hawaiian
organizations in the development of the State Plan.

Sources of Data

Three respondent groups were identified for interviewing: (1) State VR and Blind
Service Administrators; (2) District VR Managers, and (3) Project Directors of three
federally funded Indian VR projects. Respondents to the surveys were selected from 27
states with significant American Indian populations (including Eskimo and Aleut). States
where the Indian population is 10,000 or more, or at least 1% of the state population were
identified (Table 1).

Survey questionnaires were developed for data collection from the three respondent
groups:

1. State VR and Blind Service administrators and/or their designees were
interviewed to elicit information about the current state policies and activities related to VR
services to American Indians with disabilities. A total of 38 State administrators were
interviewed. Questions were designed to address and examine formal policies, current
activities, special efforts, perceived barriers to serving Indian people, creative strategies for
implementing the policies, and communication and coordination mechanisms.

| 2. From the 20 states with the highest Indian populations, 13 district VR managers

i ‘m districts serving reservations were selected and interviewed. A survey questionnaire was
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designed to assess formal and informal activities occurring at the local level for the purpose

3 of improving services to American Indians, including outreach efforts, training and in-

o service for VR staff serving Indian clients, and the relationships with tribes living within
the district service area.

L 3. A third questionnaire was developed and administered to project directors of

' thres currentiy funded Indian VR projects, at the Rocky Boy, Montana, Fort Hall, Idaho
and Navajo reservations. The central issues that were addressed included the nature of

= vocational rehabilitation service delivery changes since project initiation, relationship and

L interaction with the State VR system, perceived barriers to service delivery to reservation

based Indians and solution strategies for addressing barriers.

Table .1

American Indian Population and Residency Characteristics

: Number of Recognized Total % of Indian

Total Indian % of Total Tribes, Rancherias or Population®

: State  Population!  State Population Native Alaskan Entities? Urban  Rural
AK 64,047 15.99 197 14% 86%
AZ 152,857 5.62 . 21 25% 75%
CA 201,311 85 102 83% 17%
co 18,059 63 2
FL 19,316 20 2
D 10,521 1.11 5
IL 16,271 14 0
KS 15,371 65 4

' LA 12,064 29 3
MI 40,038 43 6 66% 34%
MO 12,319 25 0
MN 35,026 86 6 56% 44%
MT 37,270 4.74 11 13% 87%
NC 64,635 1.1 1 15% 85%
ND 20,157 3.09 5
NM 104,777 8.06 23 21% 9%
NV 13,304 1.66 17
NY 38,732 22 7 80% 20%
OH 12,240 11 0
OK 169,464 5.69 35 45% 55%
OR 27,309 1.04 7 45% 55%
SD 45,101 6.53 9 11% 89%
X 40,074 28 3 80% 20%
UT 19,256 132 7
WA 60,771 147 25 59% 41%
Wi 29,497 63 11 48% 52%
wY 7,125 1.51 2

1 All population figures are based on 1980 U.S. Bureau of the Census data.

2 Figures vary for exact number of federally recognized tribes. Numbers presented are as accurate as could
be obtained from current BIA figures.

3 Available for states with 25,000 or more American Indians.




The questionnaires were developed in consultation with members of the Northern
Arizona University Native American Research and Training Center NARTC) Advisory
Committee, representing RSA Regional Office IX, State VR administrators, Indian VR
project directors, and NARTC staff. The questionnaire was developed with an open-ended
response format to allow each administrator, district manager, or Indian VR project director
to déscribe in detail particular policies, strategies, and activities in the context of his/her
agency's gogram and goals. After the questionnaires were sent for review and feedback
from the NARTC Advisory Committee, modifications were made which improved the
clarity and specificity of each question. It was pilot tested with an RSA staff p.rson, a
former State VR administrator, for question clarity and required time for administration.
Refer to Appendix E-1 for copies of the three questionnaires used in this study. The
questionnaire to:State admunistratcrs was then approved by the Council of State
Administrators of Vocational Rehabilitation (CSAVR). On May 22, 1987, an introductory
letter and copy of the questionnaire were sent to State VR and Blind Services administrators
in the 27 targeted states, for a total of 38 individuals. The telephone surveys were
conducted between June 1 and july 6, 1987.

Results

Data will be presented in aggregate form with response frequencics reported where
available, and summarized, open-ended response information is provided for each
question. Since the major portion of the information ger-rated from the interviews were
categorical judgments, a categorical coding scheme was u2veloped prior to the interviews,
in consultation with the NARTC Advisory Committee, to facilitate a more systematic
interpretation and presentation of the response data. For each question an array of possible
responses was generated.for coding during the interview. Responses which were not
covered by the catzgorical scheme were documented and added to the categorical scheme.
This simplified data collection and facilitated clustering of similar responses.

The total number of responses to each question varies across the questions.
Respondents were allowed to provide more than one response to any question. Thus on
some questions there are a greater number of responses than 1espondents. On a few
questions not all respondents provided responses. Three of the 27 states with significant
Indian populations have no Indian reservations, Ohio, Missouri, and Illinois. Three of the
38 respondents could not respond to questions related to serving reservation-based Indians.

Differences between the states in questionnaire responses were statistically analyzed
to determine if policies, strategies, and cooperative effort are statistically related to the
following population and demographic characteristics: (1) total Indian population;

(2) percent of state population; (3) number of recognized Indian tribes; and (4) urban or
rural residence of the majority of the states with an Indian population. _ _ . -
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State Administrator Ouestionnai

In the following presentation survey questions that were developed for State VR
and Blind Service agency administrators are discussed and analyzed. The questions are
provided, followed by response frequencies and stated relative importance of responses
(when available). The major content of the response data was qualitative. The responses
reflect the judgements, perceptions, and experience of the State administrators in regard to
their State policies and activities and are summarized in narrative discussions.

Question 1  Ihe 1978 amendments to the Rehabilitation Act specifically
addressed the need to improve or increase VR services to Native
Americans. The 1986 amendments strengthened the language related
to Indians in several sections (12} throughout the Act. Are you
awzie of the language in the specific sections related to VR services

far American Indians?

Response Type No. Responding
Yo i
Total 38

Thirty-seven of 38 respondents indicated awareness and familiarity with the specific
legislative language related to VR services for American Indians. Variation exists across
states in the respondents’ level of understanding and activities that have been conducted to
increase their understanding. Fifteen State agencies reported having conducted a thorough
analysis of the amendments; and ten State agencies were in the process of legislative
analysis at the time of the interview. Twenty respondents - ‘fically mentioned the need
for legislative interpretation and regulations. Almost hal. u.c respondents expressed
particular concern regarding the interpretation of the State's current and continuing role and
responsibility for tribal VR projects funded under Section 130.

Question 2 Does your agency have any existing policieslinitiatives specifically
targeted to meet the needs of Indians?

Response Type

Yes
No

Total

&bhg
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Fiiieen respondents reported that their agency has or has had initiatives developed
to improve VR service delivery to American Indians. Twenty-three respondents reported
that no special initiatives or policies were developed which targeted the Indian population.
Respondents presented-a variety.of qualifying statements in conjunction with:their."yes" or
"no" response. All persons responding "no" indicated that Indians, like all state residents,
were included in current policies and initiatives, and that VR services are for all eligible
individuals with disabilities, including all ethnic groups.

Existing policies and initiatives cited by the fifteen "yes" respondents ranged
considerably in focus and character. Eight State agencies have or are developing
cooperative agreements with tribes to define their needs, agree on the type of services and
sirvice delivery approaches, and receive assistance from the tribes in identifying potential
clients.

Of the 15 "yes" respondents, the strategies for implementing special initiatives
within their states included a needs assessment, definition of goals and objectives with
specific activities resulting in action plans, and development of linkages between State VR
and tribes which facilitate communication and understanding. State VR-tribal relationships
are established with the tribal council, health workers, tribal education committee, or other
specifically identified tribal entity. The quality of the relationship between the State VR
agency and tribes is repc<ied by my)st respondents to be the major determinant of the
success of VR in improving services to Americ: n Indians.

Fifteen respondents who cited specific initiatives and policies, as well as four
others, indicated that counselors visit clients on the reservations on a regular basis.
Cooperative relationships include joint use of on-reservation agency facilities, and hiring of
liaison individuals (who may be bilingual and may be affiliated with other services on the
reservation) to interface between the VR personnel and the tribe and tribal council. Only a
few respondents indicated cooperative relationships with other sen ice providers on the
reservation, such as Indian Health Service (IHS), Bursau of Indian affairs (BIA), and
Federal, State, or tribal social service agencies. Five respondents indicated that special
state initiatives for American Indians were warranted as paxt of affirmative action efforts,
since the Indian population was underserved.

Question 3 When you implement a new initiative, what
approachesistrategiesipeople do you typically rely on?

Question 3.7 What unique approaches may be necessary in improving VR
services for Indians? . R

Respondents were asked to outline the usual activities and procedures that are
followed when new initiatives are implemented. The general strategies n:ported are
summarized on the following page:
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A task force is named to study the issue.

A needs assessnr.=nt is conducted.

Priorities and objectives are defined.
- An advisory council reviews the initiative.

.A study of approaches developed by other states is conducted.

A delineation of personnel requirements, staff training needs, and funding
sources is developed.

Preliminary implementation of initiative occurs on a trial basis.
In‘response to feedback, modifications are made in the identified
strategies.

P BN

Most states utilize a similar process to plan and implement new projects.
Respondents were asked to consider if a uniyue approach might be necessary in
implementing initiatives to improve services to:American Indians.

Response Tyne No. Responding
Yes _H
No 12
No Response _2
Total _38

Of the 24 "yes" respondents, twenty indicated a need for a more aggressive
outreach, with efforts made to "take VR to the reservation". Fifteen respondents cited a
need for extra agency efforts if services to American Indians are to be increased in their
state.. Extra efforts include educational programs with tribal leaders and the general
community on the reservation to increase awareness about VR, in conjunction with efforts
to increase cultural awareness and sensitivity of the VR personnel working with Indian
clie(rillt;. Five respondents expressed an interest in assisting tribes applying for Section 130
funding.

Site-specific efforts were cited as most successful, where efforts begin with
establishing linkages between State VR and resource individuals on the reservation, such as
tribal leaders, educators, or health workers. Twenty-five respondents report the
establishment of communication channe!s as a critical step in creating a working
relationship between the agency and the tribe. The developmert of a relationship with one
key tribal person has occurred in all cases where agencies report successful relations with
tribes. Success is perceived to be linked to tribal support of VR.

Linkages with other service providing agencies were mentioned by several
respondents as important for increasing outreach and referrals, but only 10 respondents
reported cooperative relationships with IHS or BIA. Many agencies expressed the need to
increase efforts to communicate and cooperate with IHS and BIA.

'The need to promote economic and job development ou. ~r near the reservation was
cited by all respondents in states with reservations (n=24). The respondents reported that
the establishment of suitable employment opportunities for clients was essential to
improving VR services to American Indians. States perceive the need for cooperative
efforts across State and Fecleral agencies to create economic opportunities, but look to tribal
councils for direction.

Twelve respondents (33%) reported that there was no neec for a unique approach to
improving rehabilitation services to American Indians.
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Question 4. Has a staff person been designated as respoiisible for addressing
legislative changes related to American Indians?

Response Type No. Responding
Yes __I6
No 21
Toral 37

Twenty-one respondents reported that no staff person has been designated. Sixteen
respondents indicated that a full or part-time responsibility for addressing service needs of
American Indians had been designated. Fo: respondents reporting that no such position
had teen established, 2-second level question was asked, "Is a position planned?". ‘Eight
of the "no"responses indicated that the field staff have been alerted to the legislative
changes, but no central coordinating responsibility has been designated. Two respondents
suggested that a need existed for a specialist or liaison position, but one had not yet been
created.

Question 5. In establishing initiatives for your State, how would you rank
improvinglexpanding VR services to Indians in your service

priorities?

Response Type No. Responding
High —7Z
Medium 15
Low [
Total 38

Less than one-fifth ofhe-respondents indicated that improving VR services to
American Indians is a high priority. An equal proportion of the respondents,
approximately 42%, ranked improving/éxpanding VR services to American Indians as a
medium or low priority. Two-thirds, of the respondents who ranked the issue a medium
priority (n=10) indicated that their agency was currently making a concerted effort to serve
Indian clients, and other programs are targeted as higher priorities, for example, the
supported employment program.
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Question 6  The new amendments require that the State VR "actively consult”

with tribal organizations on the State Plan. What do you plan to do
in response to the requirement?

Response Characteristics: No. Responding

Will invite tribes to public hearing andlor
ask for written input to State Plan

Will meet with tribes

Will meet with inter-tribal council
representing the tribes in State

Lok ok

Will meet with 1:ban Indian
council

N

Will meet with State Bureau of Indian
Affairs

Total

b L
)

Thirty-five respondents cited actions their agency would take in response to this
amendment. Ten indicated two strategies, for example, invite all tribes to participate in
public hearings a1 meet with the inter-tribal council, an organization representing all
recognized tribes in the state: Four respondents indicated that meeting with urban Indian
councils was planned; these states have high urban Indian populations. Three respondents
indicated that the State Bureau of Indian Affairs was the representative agency for the joint
tribes. Ten respondents indicated plans were made to meet individually with tribal
representatives to solicit input into the development of the State Plan. Eight respondents
representing states with numerous tribes plan to meet with the inter-tribal council. Twenty
respondents report that Indian tribes, like all VR consumer groups, will or have been
inovited to attend and testify at the public hearings where the State Plan is being discussed.

Question6.3  Who on your staff will consult with tribes or tribal organizations?

Response Tvpe No. Responding
Counselors _I5
State Director or Designee _10
No one specified _10
Total 35

Fifteen respondents reported that the VR counselor is the designated staff person
who will consult with tribes. The respondents indicated that the reason for designating the
VR counselor is because of the need for the VR-tribal relationship to be established at the
local level, that the counselor as provider of services on the reservation should make the
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first contacts and establish communication at the service delivery level. State relationships
would then follow in a formal fashion.

Ten respondents reported that the State-tribal relationship should be initiated at the
State levet, with the consultation process identified as a formal procedure. These
respondents identified the intent of the legislation as a requirement to conduct a State-tribe
meeting, and that the counselors' relationships and acceptance b the tribes would be
facilitated by this approach.

Ten resy..:.Jdents indicatea that tribes would be invited to participaie in the
development of the State Plan through the public hearing process.

Question 64 How will you identify which tribal representative to consult with?

Response Type No. Responding
Identify tribal leaders through

inter-tribal council 18
Contact tribes directly 12
No Response _35

Towl 33

Eighteen respondents reported that they would identify tribal leadership through the
inter-tribal councils. Twelve respondents indicated that their agency will contact each tribe
directly to identify approprizie contact persons.

The wording "as appropriate” was noted by three respondents in states without
reservations, citing it was not relevant for their states. Four other respondents suggested
that it is up tv the State to decide if consultation will occur, and what form it will take. Five
states with large numbers of Indian tribes indicated that consultation with the inter-tribal
council is the only alternative because there are too many individual tribal groups to access.
Those states have established relationships with the inter-tribal councils, and, have been
asilured by the council members that the council is representative of the Indian tribes' needs
and interests.

Question 7 Which do you think is the best strategy to improvinglincreasing VR
services to reservation-based Indians?

Response Type No. Responding

BuildingV R services for Indians within existing
State structures
Helping tribes secure funding for creating tribally
administeredp: . 3rams
Combination of above--tribal programs operating
in conjunction with existing services

Total

bk Lok

, 154 163

EN -
-~
[




Thirty-five respondents ‘dentified strategies which reflected their agency's position.
Three respondents cited two strategies. Few respondents identified independent tribally
administered programs as the best strategy to improving VR services for several reasons.
Most respondents are waiting for an interpretation and regulations for Section 130 funding.
The respondents frequently stated questions regarding the formal relationship of Indian
projects to the State VR program. Except where a tribe is large, most respondents
expressed concern that independent tribally administered projects would create a separate
and inferior system of VR services on the reservation. Five respondents were investigating
the use of Section 130 funding for cooperative State-tribe efforts. Eight respondents
selecting the alternative to build VR services for Indians within existing State structures
stated that active involvement of Indian tribes should be solicited to target their needs and
increase outreach efforts to Indian people, but that services should be administered within
the existing state VR sy¢ . 'm.

Question 8 It is the legislative intent that "the State shall provide VR services to
handicapped American Indians residing in the State to the sc.ne
extent as the State provides such services to other significant
segments of the population of individuals with handicaps residing
in the State.” Section 101(20). What problems or barriers do you
foresee in accomplishing this?

Several barriers to VR services to Indian people were mentioned by most
respondents. Cultural differences were cited as barriers unless the agencies make a
concerted effort to understand the cultural differences and "contextualize” their outreach and
education efforts, as well as the overall program approach, especially on reservations.
Transportation was reported a major barrier because of the isolated location of most
reservations and the economic status of Indians with disabilities. Distance from all VR
services, including evaluation, training, counseling, ar:d medical restoration, was identified
as a barrier for reservation Indians.

A lack of employment opportunities on or near the reservation was cited as a barrier
by the respondents from states with reservations; thus employment placement on or near
the reservation is difficult. Respondents reported that some villages and communities have
1o economic activity aside from subsistence living, and therefore, such conditions preclude
vocational rehabilitation, as it is most traditionally defined, from taking place in these
communities. Relocation, which most respondents say is required due to lack of training
and employment opportunities on reservations, is not perceived as a viable option for most
Indians, and has attendant difficulties, such as loss of family and cultural support systems
and increased cost of living.

Half of the respondents reported that many American Indians do not relate to "the
VR _ystem", adding that relationships to the IHS and BIA are often characterized by
dependency, while VR requires self initiative and “ommitment to long term goals. The
historical dependence on federal programs by Indian people was mentioned as a
disincentive to participate in vocational rehabilitation.

Language barriers were mentioned by respondents in states where English is a
second language for Indians. Half of these respondents cited that bilingual resource
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personnel would be necessary to better serve these clients. They indicated that limited
English proficiency also limits placement opportunities.

Substance abuse was mentioned by all respondents as both a barrier to serving
Indians and as an obstacle to successful rehabilitation. Although legally defined asa
debilitating condition, some respondents suggested that alcoholism itself is not sufficient
criteria for eligibility.

Question 8.1 Are there different barriers for urban versus reservation Indians?

‘Some of the barriers affecting urban and/or reservation Indians were discussed
under Question #3, but will be mentioned again in the context of determining specific
strategies for improving VR services to American Indians, on and off the reservation.

Urban Indians were reported by the majority of respondents as more integrated into
the majority culture. English is spoken by most urban Indians, thus language difference is
not perceived by the respondents as a barrier, although it was recognized that English may
still be-a second language. Respondents reported that Indians residing in cities are usualiy
more aware of the array of social services and the process required to obtain services.

They reported that urban Indians have become more acculturated than reservation Indians to
a bureaucratic, time conscious culture, and that more training and job opportunities exist in
urban centers. VR outreach efforts were reported to be similar across ethnic groups, but

urban Indian centers are often visited by counselors seeking assistance with client referrals.

On the other hand, respondents identified some barriers specific te urban Indians.
Urban Indians often do not have family or cultural support systems and have no identified
central agency with whom to communicate. This is especially difficult for the Indian who
recently moved to the city. Financial needs are greater in the city. Respondents cited the
frequent occurrence of program dropouts among urban Indian clients.

The respondents indicated that reservation Indians experience barriers to VR service
primarily because ¢f cultural differences, geographic isolation, and lack of employment
opportunities on the reservation. However, tae respondents reported that the strong family
and cultural ties can operate as a support system during rehabilitation and that shared
circumstances with other rural consumers, such as difficulty in client identification,
transportation, inconsistency and infrequency of counselor contact act as barxiers.

Quesiion 8.2 Have you any suggestions about how to remove barriers or
obstacles in the implementation of the new legislation?

Seven respondents reporteA that no specific barriers existed to providing VR
services to Indians in parity with «:aer populativns. Thirty respondents cited barriers out
only twenty made suggestions for practices and/or policies which might reduce or remove
barriers. Rather than report frequencies, suggestions will be listed in a ranked order of
response fieguency and degree of reported importance.
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1. Promotion of job development and creation of employment opportunities
for disabled people on or near the reservation.

2. Sensitivity t~ cultural differences, demonstrated by increased in-service
training for V'R staff serving Indian clients, hiring of Indian staff in districts
which include reservations, more aggressive and culturally sensitive
outreach and education on the reservation.

3. Identification of tribal resources including triba. leaders, health services, and
education committees, for establishing relationships which assist in
outreach and referral.

4, Demonstrated commitment to imprc* -1 communication with tribes and
tribal organizations.

5. Establishment of State-tribal relationships at both the central State
administration and counselor levels. A model for State-tribe relationships -
may be that of the tribe-IHS or tribe-BIA, or may be a new form, more :
equal and more collaborative. Success of counselors' relationships depend -
on visibility, cultural sensitivity, consistency, commitment, and persistence.

6. Establishment of cooperative relationships at both administrative and service
delivery levels with IHS, BIA, public schools, social services, and other
service providers to identify funding sources, reduce redundancy, and
facilitate coordinated service implementation.

7. Whenever possible, take services to the reservation: intake, evaluation,
counseling, medical restoration, training, and placement. Use Indian
paraprofessionals to assist in referral, intake, and orientation.

8. Share successful strategies and approaches across states. RSA can facilitate .
this. Includs American Indian input and involvement in technical d
assistance.

9. More aggressive outreach programs targeting identification and participation
of Indian clients.

10.  Identify personnel for program specialist and liaison responsibilities, with a-
mandate to increase awareness and identification of special needs and
problems of Indians with disabilities and to establish communication
channels between VR agencies and tribes.

11.  Use of peer counseling and successful models of rehabilitation to increase
motivation, understandig, and identification with the VR process among
Indian clients.

12.  Increasing the priority of this issue at the State level. A clear direction from
the agency to increase services is required. State administrators need to
personally commit to elevating the issue to a high level of concern.

13.  Identification and targeting of school age disabled Indians for transitioning.

The respondents believe there are better chances for successful VR
participation with this population.
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14.  Facilitate and encourage submission of Section 130 funding proposals .0
‘ develop additional reservation-based VR projects. Consideration of
cooperative project development may be beneficial where Section 130

L funding provides services which increase visibility and VR services on
reservations, as well as tribal commitment to VR.

15.  Increased efforts 2re necessary to generate accurate needs assessment and
identification of barriers to services for reservation Indians.

16.  Reassessment of VR in relation to cultural differences is required. The
values and process of VR should be reconsidered in the con?:xt of
reservation culture. Lock-step process may be difficult to relate to. Criteria
and definition of success may nee:l to be enlarged. Modification of service
provision strategies may be required to adequately serve disabled Indians
residing on reservations.

Ques:ion 9  Does the legislation provide opportunities for you as state
director in addressing the VR needs of Indians with

disabilities?

Response Type i No. Responding
Yes _26
No -7

No Response 5
Total _38

Most respondents perceive and reported benefits from the new legislation. Sixteen
respondents reported that increased visibility of the Indian population with disabilities and
awareness of barriers to providing VR service to Indians stimulated by the new legislation
will contribute to improvements in the effoits and results of agency actions. Seven
respondents cited the availability of Section 130 funding as an opportunity to develop
culturally sensitive and culturally relevant VR services on the reservations, although 10
respondents expressed concern about the quality of Indian VR projects. Nine respondents
cited that improved State-tribe relationships may follow from increased interaction.

Question 10  What do yoit see as the role of the Regional RSA office in
implementing the "Indian Initiatives?"




Response Characteristics No. Responding
1. Monitoring -9

2. Technical assistance 19
a) specific to Indian cilture
b) interpretation of the new legislation
¢, assistance in working with tribes
receiving Section 130 funding

3. Other A
a) training materials
b) mediation
c) sharing information across states of
successful approaches and effors
d) hold a national conference on VR and
the disabled Indian )
e) assistance in coordinating with IHS
and BIA

Total 32

Most respondents indicated that they looked to RSA for direction, interpretation,
and technical ¢ssistance in the planning and implementation of agency policy related to the
“Indian Initiatives”. Most respondents (N:=32) cited more than one perceived role for

RSA.

Question 11. What information or assistance would be useful to your agency in

responding to the new legislation?

Responses Characteristics No. R i

1. Successful approaches used in other states
Jor developing cooperative relationships andl/or

improving VR services to American Indians 14
2. Technical assistance 24
a) -in-service training to increase cultural
awareness of VR staff

b) interpreiation of legislation

3. Demographic and c:dtural information about tribes
residing in State

_6
4. Assistance on needs assessment _3
Total 30




Thirty respondents indicated that some information and technical assistance would
be useful during the planning period as they develop an agency response to the legislative
changes. Half of the respondents reported that information about successful approaches
used elsewhere which contributed to improved relations and communication with tribes
and/or improved service delivery to reservation Indians would be most helpful. Technical
assistance is reported as needed by three-fourths of the respondents, especially legislative
interpretation and regulations. Most respondents indicated more than one response.

District M Ouestionnai

Questionnaires were developed for administration to district managers in districts

serving reservation clients!. State administrators were asked to identify district managers
with experience and familiarity with the relevant issues concerning VR service delivery to
American Indians with disabilities. From the 20 states with the highest American Indian

population a sample of 15 states? was selected. Thirteen interviews3 were conducted.
Three district managers in districts which include Indian VR projects were included in the
sample. ‘

The questionnaire was designed to examine current efforts to serve reservation
clients, staff responsibility, relationship with the tribes and other social service providers
on the reservation, cooperative efforts, training and in-service, and experience in the district
in identifying and serving American Indian clients.

Question 1  Does your district office currently serve Indian clients?

Response Type No. Responding
Yes 13
No 0

Question 2 Do you have staff person(s) specifically responsible for serving
reservation Indian clients? Urban indian clients?

Question 2.1 Criteria for selectionlidentification of this personnel?

Question 2.2 Do you have any Native American staff?

Question 2.3 How often does stuff person(s) vis.: Indian clients on
the reservation?

1 Except Oklahoma, where a district with 1 significant Indian population was identified,
since Oklahoma has no reservation.
2 CA, OK,.AZ, MN NC, AK WA, TX, MI, MN, WI, OR, UT, CO, ID.
In two cases the district manager conducted the interview with the assistance of the

counselor serving the reservadon. In two other cases, counselors serving reservation
clients were desigrated to represent the district manager.

[
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Eleven district managers reported that counselors do serve Indian clients on
reservations, ten on an itinerant basis, one on a full-time basis. In the ten districts, it -as
reported that one or two counselors:are responsibie for serving the reservations and visit
the rescrvanon one or two times monthly. Cooperative arrangements for use of facilities on
the reservation are made with the public schools, IHS, mental health, or the tribal education
committee. Three district managers reported that half or more of their Indian clients live off
the reservation and were served in State VR offices. Most counselors work at more than
one location on the reservation, half visit clients in the homes or at other agreed upon
settings. Ten respondenis reported that the criteria for the selection of counselors who
serve reservation-based Indians was previous experience working on a reservation. Three
counselors speak the native language of the iribe. Six respondents cited having American
Indians on staff. Three are counselors serving reservations.

Question 3 Are the costs of rehabilitation different when serving disabled Indian
clients?

Twelve respondents reported! that the costs associated with serving Indian clients
are actually lower because of similar benefits paid for by other agencies, such as IHS, BIA,
tribal educational grants, U. S. Department of Education, VA, and some private fundmg
sources. Funding sources are "piggy-backed", so programs are developed which comprise
numerous funding sources. Seven respondents indicated that rehabilitation usually takes
longer, and that drop out rates and unsuccessful closure rates are higher. Six respondents
cited that the high rate of alcoholism of Indian clierts contributed to the higher failure rate.
Th:ze respondents reported that Indian clients have more expectations of support, including
maintenance, transportztion, and financial assistance, than other clients. Varying degrees
of interagency interaction were reported, although interagency funding coordination was
reported by all respondents. Actual interagency communication and cooperation was
reported by nine respondents, identifying IS, BIA, tribal councils, Job Training
Psrtxmrship Act Program (JTPA), Veterans Administration, and U. S. Department of
Education.

Question 4  Given that high unemployment of the Indian population is a major
barrier to vocational rehabilitation, what existing mechanisms in the
State VR system could be used to overcome the barriers to
successful rehabilitation of Indian clients?

The purpose of this question was to uddress the high unemployment rate on or near
reservations reported across all three greups of respondents as a major barrier to increasing
the success of VR services to reservation clients. Active efforts were reported by all
respondents to promote economic activities on or near the reservations, and to encourage
preferential hiring for Indian clients. It was reported that new businesses are ancouragzsd to
seek JTPA funding or to take advantage of targeted jobs tax credits to hire VR clients. The
respondents indicated that the isolated location of most reservations is not conducive to the
success of mianufacturing operations; and when manufacturing operations ».ere begun in
the last seven years on four reservations, all failed.
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Three respondents cited efforts to make VR respond more realistically to the local
economy. Seasonal jobs are targeted in one area, where clients work in service industries
during the tourist seasons. Self employment on the reservation was cited by five
respondents as one option, specifically in crafts production. Cooperatives developed to
organize craftworkers on the reservation are ¢ gerating on five reservations.

Tribal economic development is reported by all district managers as an ideal
soluticn, because it would create employment opportunity and enable the client to remain
on the reservation. Two respondents indicated that State VR training facilities were built
adjacent to the reservation. In one district a building trades iraining program with JTPA
funding is coordinating with a federal housing grant to build homes on the reservation.
This kind of coordination is seen as essential by all district managers in the face of limited
competitive employment opportunity.

The problem is considered by all respondents to be a long term, high priority issue.
Relocation to areas where training and jobs exist was reported by three respondents to be
the only realistic short term response to limited employment opportunity on the reservation.
These re;gondents indicated that the same economic conditions affected non-Indian clients
in their districts.

Question 5  What is the nati.re of your relationship with tribes and/or tribal
organizations in your district?

Response Type No. Responding
Good —10
Far —3

Ten respondents indicated that their agency relationship with the tribe(s) in the
district was good. The reasons cited for tt  uality of the relationship were related to the
consistent presence of VR on the reservati . ..ctive involvement with tribal social service
agencies, especially the tribal education dej;.rtment, mental health, or we reservation
alcohol and drug treatment agency, usually under mental health or IHS. Use of indigenous
liaison personnel, including rehabilitation technicians, counselor's aids, JTPA staff, and
educators or mental health staff, was considered instrumental in increasing visibility and
trust. Five district managers indicated that relations with social service personnel were
more fruitful than with tribal councils. Seven warned against unnecessary governmental

- interaction, suggesting that. VR seek to establish a non-partisan, educational presence. In

two of the three Indian VR projects, district VR personnel participate in an advisory
capacity.

The three district managers reporting a fair relationship indicated increased
communication and education efforts were necessary on both sides, but that a history of
limited success in spite of a-consistent VR effort was the reason for less than adequate tribal
-VR relationships. One respondent indicated that the traditional VR model will not work
due to the limited understanding and motivation of the Indian clients and limited
employment opportunities on the reservation.

Question 6  What kinds of cooperative efforts have occurred in t"e past between
the State VR and tribes or tribal organizations?
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Eleven respondents reported that cooperative efforts are central in current service
delivery approaches for Indian clients, and will be important in improving service delivery.
Cooperative efforts include State VR-tribe and interagency cooperation. Cooperative
efforts between the State VR and the tribe include use of tribal owned facilities by the VR,
and referral assistance from tribal educational departments and mental health services.
State-tribal cooperation evidenced in the development of training programs on or near the
reservation was reported by three respondents. Four respondents indicated active
participation in Section 130 proposal development by tribes in their districts.

Seven respondents reported that cooperative efforts are successful when individual
commitment exists on the part of VR and tribal personnel. A sheltered workshop and
active disabled advocacy group were established on one reservation as a result of
cooperative efforts. Alcoholics Anonymous groups on reservations resulted from State-
tribe cooperation. Cooperative efforts, report three respondents, enables VR efforts to be
tailored more appropriately to the needs and circumstances on the reservation.

Interagency relations vary, according to *he respondents. Seven cited regular
contact with IHS. Descriptions of the State VR-IHS relationships ranged from cooperaiive
to routine sharing of information. Cooperation and communication with tribal social
services was indicated by eight respondents as important for identifying clients and
educating the tribe about VR. Consistent presence and effort over time is necessary to
develop dependable, cooperative efforts.

Question 7 How would you facilitate increased cooperation and communication
with tribal organizations in order to improve VR services to Indians?

In answering this question most respondents reported on past successful
experiences and current or planned efforts of their agencies. Ten respondents indicated that
a very consistent presence on the reservation is required to facilitate cooperation and
communication, as well as more effective outreach efforts, which would increase trust and,
therefore, confidence, which in turn would facilitate more rapport between the “tate VR
and the tribes. In addition, the respondents reported that ideally one counselor would serve
a reservation, and that trust be established over tirae at the service delivery level. Five
respondents reported more than ten years serving tribes in their district; they report good
rapport and depend on tribal assistance.

The establishment of liaison relationships which facilitate improved State VR-tribal
communication is considered important by nine respondents: Liaison persennel include a
variety of individuals, such as resvurce persons in other social service agencies which
serve the reservation, a paraprofessional hired to work on the reservation in a part-time or
full-time capacity, a tribal member working out of a district VR office, or an influential
tribal member. Nine respondents cited the importance of having American Indians on staff
or in liaison positions. But three respondents noted that problems had occurred in their
district when a member of one tribe was sent to work with a different tribe.

Six respondents reported that formal agreements have been established between
their agency and tribes. Four other respondents indicated plans to develop formal
agreements 1o increase understanding on both sides and clearly define the role and
responsibilities of 'VR.

. .
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Six respondents reported that increasing crmmunication must precede cooperative
efforts. One respondent indicated that positive results in his district did not occur until a
counselor had spent over two years of consistent effort and presence on the reservation.
Tribal government instability, reported by seven respondents, make the development of
stable relationships at the governmental level difficult.

Question 8  What in-service training relative to Indian cultures and VR needs has
been conducted for your staff whick serve Indian clients?

Response Type No, Responding
None 9
VR in-service with cultural

orientation _ 3
Training conducted by tribe 1

Nine respondents indicated that the State VR conducted no special in-service for
counselors serving Indian clients, Four out of the nine “no" respondents indicated that the
criteria for hiring a counselor to serve reservation clients i~ previous reservation experience.
Three respondents reported that cultural orientations and steif development programs are
conducted in all district offices serving reservations. In one district the tribal educatior.
department conducts workshops for all non-Indian social service providers, which cover
customs, culture, and history.

Question 8.1 Do you feel there is a need for in-service training in this
area?

Response Type

Yes

No, would not hire counselor
without reservation experience

No

L L E

Eleven respondents indicated that orientation to and sensitivity of cultural
differences and special needs and problems of reservation Indians would and/or does
benefit VR staff serving Indian clients. Seven of the eleven respondents indicated that this
should be covered in special in-service programs; four respondents indicated that a
prerequesite for working with reservation clients is previous reservation experience. Two
respondents indicated that no in-service specifically targeting Indian issues is necessary.
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Question 8.2 Have you requested input from tribes in developing training
and in-service for staff serving Indian clients?

Response Type No, Responding
Yes —_—3
No -9
Tribe has own program for

VR counselors I

Question 8.3 Are cooperative training programs which include Eoth Indian
representatives and vour staff--to increase interaction and
understanding on both sides--planned for the future?

Response Type M. Responding
Yes —_2
No —4
Would be a good idea,

will recommend —7

Two of the thirteen respondents reported that efforts have been made to develop
cooperative programs for VR staff and tribal representatives to increase mutual
understanding and communication. An additional seven respondents indicated that this was
a positive option and will conside. recommending it for their agency.

Relationshi ' ican Indi ) ion Characteristics

A statistical analysis was conducted to determine if den.ographic characteristics of
the States' Indian populations was found to be related to response choices by the State
directors or designees. The responsés reflected the States' policies and current program
activities related to providing VR services to Indian clients. In the statistical analysis, three
tests were used to determine if a relatic 1ship exists. As indicated in Table 2, several
bivariate relationships turned out to be statistically significant (using the customary
maximum alpha-level cutoff of .05, common in social science research). Results of the
three correlations applied across to all the relationships are in Appendix E-2.

A significant direct (positive) aszociation was found between total American Indian
population and staff responsibility. That is, higher Indian populations for the state are
associated with the designation of a program specialist or liaison person responsible for
examining current levels of service to American Indians and implementing changes
identified in the 1986 amendments. Total population is positively associated with priorit/
level of improving VR sérvices to American Indians. The next significant association in the
data set is between identification of staff responsibility and the number of recognized tribes.
As with the population variable, the: designation of staff responsibility is positively
associated with the number of recognized tribes. The final two relatio.iships deal with the
number of reservatiors in the state. It is positively and directly associated with the priority
to improve rehabilitation services to American Indians as reported by ihe State directors,
and the strategies identified for consultation with tribal entities. A greater number of tribes




within a state is associated with the tendency to consult with inter-tribal councils or
jnvitation to all tribes to attend statewide public hearings. A fewer number of tribes is
associated with individual State consultation with individual tribes.

Table 2

Relationship Between American Indizn Population Characteristics
and State VR Agency Policies and Activities*

Designation of staff 1  Priority of improving 2 Consultation 3  Preferred 4

responsibility VR service to Indians approach strategy

Total Indian

Population + + 0 0

Percent of State

Population 0 0 0 1] :
5 Number of
) Recognized Tribes + + + 0 :

Urban or Rural

residence of majority

of States Indian

Porulation 0 0 0 0

*. + indicates significant relationship found.
0 indicates no relationship found.

ot

. Question 4 - Has a staff person been designated as responsible for addr. sing legislative changes related
to 2 merican Indian:? Yes ___No___
. Question 5 - In establishing initiatives for your State, how would you rank improving/expanding VR

o

services to Indians in your service priorities? ____High _  Medium __ fow
3. Question 6.2- What do you plan to do in response to the requirement to "actively consult” with tribes
and tribal organizations on State Plan?
4. Question 7 - Which do you think is the best strategy to improving/increasing VR service to
reservation-based Indians?

a) building VR services for Indians within existing State structures, or

b) helping tribes secure funding for creating tribally administered programs, or

c) com'binaf_ion of above--tribal programs operating in conjunctic.1 with existing
services.
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Inaian VR project directors were asked to describe current relationships with the
State VR, and cooperative efforts with the State VR and other service providers in case
management, staff training, and coordination of services. The questionnaire was dcsigned
to assess from the perspective of project directors the changes in VR serv. ~2 dalivery to
tribal members on their reservation since implementation of the Indian VR project.
Barriers to VR service delivery to reservation Indians and strategies to remove or overcome
barriers were also addressed. Each project is responding to a singular goal--the
establishmentof a VR program on the reservation addressing the special needs and
problems of Indians with disabilities. The projects are serving a client population which
has traditionally been difficult to identify and serve.

Three Indian VR projects were funded in FY 87 unde: Section 130. These projects
present three distinct models of VR projects designed for implementation on the
reservation, specifically created for in¢reasing access and availability of VR services for
Indians with disabilities residing on the reservation. The three Indian VR projects are : (1)
Navajo Vocational Rehabilitation Project (Arizona); (2) Fort Hall Vocational Rehabilitation
Project (Idaho); and the Rocky Boy Vocational Rehabilitation Project (Montana).

The Navajo Reservation is the largest in the United States with a total population of
over 160,000 people. The Navajo VR Project (NVRP) which has been in operation for 12
years provides a full range >f VR services. In 1985 NVRP served over 502 clients (this
includes all active cases and those in extended evaluation), including 50% who were
individuals with severe handicapping conditions. The scape of the project and length of
time since inception makes NVRP the oldest Indian VR project and represents a model of a
large VR agency developed in the context of Navajo values, customs, and culture, which
works in close communication azd cooperation with three State VR agencies (Arizona,
New Mexico, and Utah), and three Regional RSA offices (Regions 6, 8, 9).

The Fort Hall VR project in Idaho is in its first year of operation. The reservation
population is 3,655. There are curzently 55 active clier’s, and an additional 55 clients in
applicant status. Fort Hall is 10 miles from the near2st VR district office.

The Rocky Boy VR project in Montana started in late 1985. The reservation
populaiion is 2,484. The program focuses on training programs at the community college
on the reservation. Since inception 39 clients have been served, while 16 are currently
enrolled in training. Forty clients are currently in applicant status.

State VR administrators in states with Indian VR projects were asked to comment
on the relationship between.the State VR and Indian VR project, as well.as.the nature of
communications and ccoperation which has taken place and/or is planned for the future.
Given that there are no precedents for such a relationship, the relationships between each
Indian VR project and the State VR have developed independently and differently. Many
factors have influenced thiz, such as size of Indian population served by t*= project, the
history of VR service delivery to the reservation, past cooperative efforts, and resources
available on or near each reservation.
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Question I  How have VR services to Indian people changed since
implementation of the Indiar: VR project on your reservation?

The three project directors cited positive results since project implementation. Their
comments inciuded the following:

1. Scrvices are localized on the reservation and provided on a rull time basis.
2. More training is available on the reservation.

3. In spite of economic conditions, n.ore efforts are made to place clients on the
reservation.

4. Travel and language barriers are addressed with an on-reservation project.
5. Services are provided by Indian people.

6. More American Indians on the three reservations are receiving VR services.

Juestion 2 What was the nature and extent of State VR input into the
developmeiit of your Indian VR project?

The amount and nature of State VR input into the development of Indian VR
projects varied across the proje _ts. Establishment grant xunding through the State of’
Arizona was provided to NVRP before Section 130 funding became available. Arizona VR
input into the development of NVRP was extensive. NVRP has the longest history and has
developed a positive and cooperative relationship with State VR agencies in three states.
TheIdaho VR district manager was consulted during the developmert of the proposal at
Fort Hall and currently acts in a advisory capacity. The Montan: district manager in Havre,
Montana, acted in an advisory capacity during project implemenxation at Rocky Boy. Fort
Hall and Rocky Boy are in their first year of operation. The respondents reported that
rclauonsh1ps with the State VR must still be defined and developed. All Indian VR
agencies suggested that he State can assist their service delivery by providing and sharing
in-service training and technical assistance. Cooperative relationships are perceived by all
Indian VR projects as essential to their success and important in assuring that their .
reservation will be served with - fill ranige of VR services.

Question 3  How far is your tribe from the nearest State VR counselor's
office?

Responses ranged from 10-180 miles. Thus, distances are often great, and the
project diréctors of Rocky Boy and Navajo indicated that winter conditions made traveling
extremely difficult. T anspcrtation had previously been a barrier for these reservations.
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. Question 4  Describe your on-going contacts with the State VR.

: Again with 10 years of history NVRP has extensive and consistent interaction with
z the Arizona, New Mexico, and Utah State VR agencies at the central and district levels, and
: three RSA regional offices as well. Rocky Boy and Fort Hall reported that most of their
contacts were at the district office level. The Idaho State VR entered into a cooperative
agreement with the Shoshone-Bannock Tribe to provide rehabilitation assistance.

Question5.  Have you been contacted or consulted yet by State VR personnel
regarding the new legislation?

Response ivpe

Yes
No

Total
Regarding the State Plan?

Yes
No

L Kk LLE

Towal

NVRP has been in contact with the Arizona State VR and a meeting with -he
administrator is scheduled. Both Montana and Idaho VR plan to meet and consult with
tribes regarding the State Plan.

Question 6  Have you initiated contact with the State VR regarding legislative
changes related to V'R services for Indians?" . . .

Response Tynes No, Responding
Yes _3
No _0
Total _3
Q
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Question 6.1 What strategies do you recommend to the State for facilitating
tribal involvement in the development of State Plan?

All three project directors have contacted the State VR concerning the legislation.
Strategies suggested for facilitatin~ tribal involvement in State Plan development include:

Sy

1 Appointment of a liaison position at the State office responsible for overseeing
planning and compliance with legislation.

2. Concerted efforts by the State to increase communication, where necessary.
: 3. Developing technical assistance for both sides; including fa-service for State VR

) and tribe together to develop communication mechanisms and trust, and to discuss
: VR in the context of Indian culture and Indian reservations.

Question 7  What do you think is the best strategy for improvinglincreasing
VR services to reservation Indians?

Response Types . R 'ng

Building VR services for Indiars
within existing Stai structure _0

Securing funding for creating tribally

administered VR programs _2 [
Combination of above, tribal programs

operating in conjunction with existing services _2 )
Toral 4

One project director indicated that both securing funding for independent Indian VR
projects and a combination of tribal programs operated in conjunction with the State VR
were positive options.

All project directors reported that they seek to establish projects which operate to
address the special needs of reservation Indians, and thus assert the need for independent
administrative control, but seek guidance and assistance from the State VR. NVRP has
developed a functional working relationship, maintaining its independence while working
in conjunction with the State VR in many areas, such as training, evaluation, technical
assistance, and information management. -Fort Hall and Rocky Boy reported that they have
yet to establish the parameters of their working relationships and cooperation with State
agencies, while maintaining their independent status.




Question &  If an Indian is a member of a tribe with its own VR project, is
helshe eligible for State VR services?

All project directors ported that members of their tribe may still apply for VR
services through the State agency. The decision is up to the individual. Since projsct
implementation, the State VR counselors no longer visit the reservations on a regular basis.

Question 9 Are there any formal or informal arrangements for cooperation with
the State VR when a client of an Indian VR project requires
assistance or counseling off-reservation?

The project directors reported that courtesy counseling is provided by the State VR
agency for Indian VR project clients, as needed, similar to serving 3 VR client from another
state. Courtesy counseling is not intended to become a formal or long term relationship,
but rather is relied on in crises or for short term probiems. Fort Hall has some shared
clients with the Idaho VR agency.

Question 9.1 What State VR services do your clients participate in?

NVRP and Fort Hall indicated that their clients participate in State-provided
evaluation and training programs. Rocky Boy reported that they are sesking t¢ sork
toward a cooperative agreement with the State VR to participate in some state services.

Question 10 Is an Indian fron. a different tribe or reservation eligible to be

served by your VR project?

Response Tyne. R ing
Yes 3
No _0
Total 3

Question 10.1 What is the Criteria for Eligibility?

Fort Hall's eligibility requirements state that an individual must live within the
boundaries of the reservation, must be enrolled in a federally recognized tribe, and meet the
eligibility requirements for VR. Rocky Boy requires icservation residence and eligihility
for VR. NVRP.requires that an individual meet VR eligibility require...ents.
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Question 11  Are your services comparable to those provided by the State VR?

The respondents reported differences across projects regarding their comparability
to the State VR. NVRP offers a full range of VR services including diagnostic evaluation,
counseling, training, placement, and follow-up. Most medical services are covered under
IHS funding. NVRP hs+ offices at several locations on the reservation, and is more
accessible on a regular basis than were the State VR services. In some areas NVRP is
unable to provide comparable servicés with additional funding necessary for independent
living projects and in-service training.

Rocky Boy has a small scale program and at this time does not attemp¢ to provide a
full range of VR services 10 all eligible clients. It has focused its efforts on developmg a
broad-based training program at a community college on the reservation. The program
seeks to provide evaluation, counseling, training, and facilitaies the provision of some
medical 1 storation, but is unable to provide independent living, or supplemental
employment. Rocky Boy.targeted one service provision strategy, for the carly stage of
project implementation, to provide a high quality, comprehensive program to one client
population. It is unable to serve the most severely disabled within the current project
orientation.

Fort Hall has developed a smail program providing a full vange of VR services
within its limited funding. Since its inception it has made several program modifications
which evidence strong commitment to the development of a fuil service VR agency.

Question 12 What are your staff training needs?

Project directors indicated that participation in State VR training and ir -service
would be valuable for their staff. All respondents indicated that some training and in-
service should be conducted on the reservation, provided by the State VR. The topical
areas identified indicated the projects are seeking to address the following issues:

mental illness

motivating clients

dealing with anger

learning disabilities

back injuries and pain
alcoholism

networking

developing individualized plans
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Question 12.1 Does your staff participate in State VR traininglin-service
programs? Does the State VR offer traininglin-service for your
staff on your reservation?

NVRP and For: Hall staft participate in some State VR training and staff
development. Rocky Boy reported that they seek to establish a cooperative agreement
which includes participation in State VR training or in-service. No training or in-service
are currently offered by the State VR on the reservations.

Question 13 What supporticommitment to your project are you currently
receiving from your tribal government?

All project directors reported receiving strong support and commitment from their
tribal leadersiiip. This is evidenced by the commitment of funds and resources, affirmative
action commitment, and construction of ramps for accessibility to reservation facilities.
The Navajo Tribal Council has established a trust fund for handicapped people. The
directors reported that the presence of the project on the reservations has increased
awareness of VR and of dis abling conditions. The tribal councils"icvel of commitment to
andhinvestment in the success of the projects is p. zeived by the project directors to be
high.

Question 14a. What barriers or obstacles are you aware of to improving/
increasing VR services to Indians?

Questio: 14b. Have you any ideas about how to remove or overcome barriers
or obstacles to improvinglincreasing VR services to American
Indians?

The lack of job opportunities on or near the reservation was cited by all project
directors as a major barrier to successful vocational rehabilitation of Indian clicnts. They
reported that the promotion of ecor.omic development which would stimulate creation of
jobs is essential, since unemployment on the reservations run from 30% to §0%. It ‘was
also reported that the lack of transportation affects disabled Indians' ability to meet
appointments, as well as participate in training programs off the reservation. Residential
training facilities on or.near the reservation would help. All project directors believe the use
of Indian VR counselors to serve Indian clients has multiple benefits, including sensitivity
to and identification with customs, culture, language, and life on the reservation. The
presence of an Indian VR Project on the reservation on a full time basis increases the
visibility of VR and better understanding among the tribe of handicapping conditions, so
that vocational rehabilitation assumes a more central and important role in tribal life.
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Question 14c. What new opportunities does the legislation create for your tribe?

The directors reported that the legislation provided an pportunity for all Indian VR
projects to obtain funding through Section 120. Indian VR pr. jects provide the
opportunity for a tribe to develop VR services, within a culturally appropriate context for
their disabled tribal members, a population which has in most states been underserved.
The three currently funded projects are different in size and scope. The directors reported
that their Indian VR projects were created md\.pcndently with no ongoing models available
for direction. Each has evolved since inception and changed through self assessment and
in response to community needs. Project directors see their programs as models for future
Indian VR projects.

Question 15 What resources andlor information would be helpful to you, and
possibly other tribes, du:ing the early state of planning and
implementing the new legiclation?

All project directors indicated that a wide range of State VR training and in-service
programs for their staff would be beneficial. Respondents mentioned VR related issues,
such as intake, counseling individuals with multiple disabilities, IWRP development and

-medical topics addressing disakility, treatment, major illnesses, and emotional and

psychological disabilities. Also the directors reported that an important part of staff
development is in-service programs addressing spécial problems affecting American
Indians, especially alcoholism and drug abuse. The Indian VR project directors indicated
that they each seek greater cooperation and involvement with the State VR in development
of and participation in relevant in-service and staff development programs.

The three Indian project directors each reported that Indian tribes which apply for
vocational rehabilitation service grants should consult extensively with the State VR agency
to be sure the program is comparable in quality and scope and to define staff traiuing niceds.
Indian VR project diractors indicated that they will need to rely on some State VR
g.;:smganccl:e to provide a full range of VR services to individuals in their community who arz

isabled.

The Indian VR projects directors reported many potential sources for technical
assistance: RSA, State VR, IHS, and the Research and Training Center. They view their
prOJects as models and indicated that they have much experience to share with new Indian
VR projects, as well as with State VR agencies. In response to this question the directors
offered to share their zxperiences from the development of their VR projects, their
perceptions of barriers to serving Indian people, and suggestions for improving VR service
to reservation Indians with other VR agencies.




Summary

In this section the nature and extent of cooperative efforts was examined through an
assessment of current policies, strategies, azud activities of State VR and Blind Services
agencies in relation to the provision of services to American Indians with disabilities.
Three groups of respondents participated in three sets of structured interviews: (1) Siate
VR and Blind Services agency administrators and/or their designees in 27 states with
significant Indian poprlations; (2) District VR managers representing a sample of districts
which serve reservation Indians in the identified states; and (3) Indian VR project directors.

Specific issues addressed by the State administrators include current or past special
efforts aimed at improving VR service to American Indians, planning activities related to
consultation with tribes in the development of the State Plan, perceived barriers to serving
American Indians and solution strategies for removing or reducing the barriers. District VR
r.anagers responded to questions addressing service délivery issues, such as outreach
efforts; staff training, establishing relationships and facilitating communication and
cooperation with tribes and other social service agencies, and special problems encountered
in serving Indian clients. Indian VR project directors focused their responses on changes
in VR service delivery to their reservations since project implementation, and the
relationship and extent of cooperation with State and district VR persoznel and programs.

State Adminisi

The State VR and Blind Service agency administrators or designees reported that
their agencies are aware of the 1986 amendments to the Rehabilitation Act and are
developing strategies and policies to respond in the context of their total VR programming
needs. The importance of the issue varied across the respondents. Responses differed
across States due to many factors, some of which are total Indian population, number of
r*cognized tribes, residency patterns of Indian populations, experience in previous efforts
to serve reservations, and organization and efforts of other advocacy groups.

Cooperative agreements had been established or were planned in ten states.
Respondents supporting cooperative agreements reported that the respective roles and
expectations are defined, creating a binding relationship between the State VR and the tribe.
Varying degrees of success of special initiatives were reported. Successful initiatives were
reported where relationships with resource persons on the reservation were established.
That relationship is usuallv initiated by a district staff person. Individual site-specific
efforts developed on a smaul scale with the support of the tribal liaison or resource person
and tailored to the needs and circumstances on the reservation were reported as most
successful over time for improving vocational rehabilitation services to American Indians
with disabilities.. . . - -

Development of employment opportunities on or near the reservation was cited by
respendents of the three respondent groups to be central and necessary to improving 2nd
increasing VR services to American Indians with disabilities. The respondents indicated
that some alternatives to relocation and competitive employment must be developed. The
building trades training program, funded under JTPA, operating in conjunction witha
federal housing grant to build homes on one reservation is a good model, enabling training
and placement on the reservation. Such a program may provide a link between
unemployment and competitive eraployment.

Half the resporidents reported that staff responsibility to coordinate planning and
implementation efforts in response to the amendments had been designated. The reasons
supporting staff desigr tion included the need to identify centralized responsibility for
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increasing communication with the tribes within the State, and as evidence of commitment
to improving VR service delivery to American Indians. One-fourth of the respondents
indicated that central staff responsibility was not necessary, but that increased field staff
responsibility is necessary.

Half of the respondents reported that their agency had not made plans to meet
independently with either individual tribes or inter-tribal councils, but had invited Indian
tribes to testify at public hearings {.¢ld throughout the State. Respondents indicated results
were poor thus far, and added that in the past I'idians had not participated in such a forum.
Commen.; by the respondents suggested it was not an effective vehicle for increasing State
VR-tribe communication, but nevertheless half of the respondents indicated their agency
would rely on public hearings to solicit input from all consumer groups in the development
of the State plan. Ten: :spondents indicated that their agency would consult with
individual tribes in the State; eight agencies in states with a large numtser of tribes plan to
consult with the inter-tribal council comprised of representatives from each tribe.

Sixty percent of the respondents representing agencies which planned to ccasult
with tribes or tribal organizations indicated that consultation is most apprrpriately and
effectively conducted by the counselors who serve reservation. Forty pe sent of the
respondents reported consultation would be initiated by the State VR central office. Half
the respondents indicated that the lack of stability of tribal leacership makes identification of
leadership difficult and is a barrier to tiie establishment of stable long-term relationships.
Cooperative agreements have been comprormsed in some districts by a change of tribal
government.

Most respondents were aware of some barriers to serving Indian clients. The most
commonly menticned barrier was lack of employment opportunity on the reservation.
Suggestions for removing or decreasing barriers or obstacles focused on the following:

1. Facilitate development of employment opportunities for Indians with disabilities
on or near the reservation.

2. Increase sensitivity of VR staff to cultural differences.

3. Establish a relationship between State VR and reservation resource/liaison
individual to facilitate improved communication mechanisms with the tribe.

4. Improve interagency communication, cooperation, and coordination in order to
develop a comprehensive approach to VR service delivery.

5. Provide as many services as possible on the reservation.

Respondents reported mixed reactions to Part D, Section 130, vocational
rehabilitation service ~rants. The special project flmdmg to establish Indian VR projects is
viewed by one-fourt:: of the respondents as an cpportunity to improve VR services to
American Indians with the establishment of on-reservation programs, developed on the
basis of local needs and circumstances. These respondents viewed this as a positive
opportunity for the tribe and for the State VR. Three-fourths of the respondents are not
supportive of the separate funding or are reserving judgment until interpretations of the
State VR role and responsibility relative to Indian VR projects is clarified. Most
respondents look to the RSA Regional Office during the planning stage for technical
assistance and interpretation of the amendments and regulations.
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District M

The interview with the thirteen VR district managers provided information at the
service delivery level on current activities and experienced perspectives from individuals
who serve reservation clients. All districts selected for the sample included significant
Indian populations and reservations. The majority of the district managers emphasized that
the quality and longevity of the State VR-tribe relationship was closely related to successful
efforts on the reservation.

The respondents agreed that a liaison person plays an impoctant role in increasing
the acceptance and trust of State VR personnel. The majority of the districts have identifi
or hired liaison personnel, ix: an official VR ‘function or in conjunction with IHS, tribal
education departmient, mental health services, alcohol and drug treatment center, or JTPA.
Liaison personnel assist in identification and referral of clients and act to interface between
the tribe and the Sta.: VR.

The district managers reported that depeadable relationships with resource people
on the reservation were central in their successfui efforts, but most had determined through
experience that VR should seek to develop an educational, rather than political presence on
the reservation. Relations with tribal councils were formal, interacting when invited or
when introducing an initiative or cooperative agreement proposal. Frequent changes in
tribal governments make establishment of long term governmental relationships dit.icult.

It was significant that all respondents reported that the costs of rehabilitation are
lower for Indian clients, indicating that a barrier to increasing or improving services to
Indian people is not insufficient funding sources. Barriere are cultural, institutional,
geographic:isolation, and limited availability of VR services which often require client
relocation off the reservation for continuation in VR.

Ten of the thirteen district managers reported that reservations in their service area
are served on an itinerant basis. Indian clients mus: fit into a schedule of service on one or
two days a month. Many district managers indicated that similar ci:cumstances confront
most rural clients, but agree that the cultural differences add difficulty to serving Indian
clients within a rigid and infrequent service schedule. Access is limited, therefore, by the
limited availability of the counselors on the reservation. The presen ¢ of an identifiable
liaison on the reservation would increase the potential for contact and assistance here.

Bigh unemployment on the reservation was reported by all respondents as the
catest deterrent to successful VR services to reservation clients. Most individuals

experienced in serving reservation Indians agree that relocation for training and placement
has other as: yiated problems, but-unless economic.activity can be generated on or near the
reservation, there are not enough employment opportunities to place all eligible clients on
the reservation, even with self employment and other alternatives to competitive
employment. Economic development on or near the reservation, according to the district
managers, is the key, and must occur in tandem with other positive efforts in order to
improve services to Indians who are disabled residing on reservations. With training and
employment opportunities on the reservation, some of the cultural, linguistic, and
geographic barriers could be decreased.

Indian VR Project Dj
Indian VR p.oject directors indicated that the lack of access to and/or participation in

VR services by their tribai members influenced the development of an Indian VR project.
A major strategy for implementation was reported to be the hiring of Indian staff to facilitate
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the provision of VR services in a context of familiar values, customs, and cul™re to
American Indians with disabilities on their reservation.

The Indian VR project directors reported that the implementation of the VR Indian
projects has resulted in a full tire VR presence on the xeservation and an increase in the

number of Indian clients served. However, a lack of training and employment opportunity
on or near the reservation was reported to continue to exist.

Indian VI" project directors reported varying degrees, of communication and
cooperation with the State VR agency. Assistance was provided at the State and district
level for NVRP and at the district level to the Fort Hall VR project and the Rocky Boy
project. Given the recent unplcmcntauon of the Fort Hall and Rocky Boy projects,
additional interaction and communication may increase familiarity and rapport. The State
"VR directors indicated a need existed for direction from the Indian VR project regarding
assistance and involvement from the State VR with the projects.

State VR administrators indicated that the presence of an [ndian VR project in the
State is a positive opportunity, a chance to address the service delivery barriers with
different, more culturally appropriate service strategies. But with Fort Hall and Rocky
Boy, more time is required in order to measure the effects on service delivery and to
determine the appropriate role of the State VR in service delivery responsibilities on those
reservations.

Staff development and in-service training were cited by the project directors as
important priorities and essential to providing services comparable to the State VR agency.
Indian VR project direct s indicated that ideally project staff would participate in State VR
training programs, and, «14'tinnally, the State would provide in-service on the reservation
target.ug topics specifically rc.. vant to serving American Indian clients.
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APPENDIX A-1

Indian Lands and Communities
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APPENDICES B-1 through B-8




Appendix B-1

Projected Frequency of American Indians in Each Category in Each State
and Total Projected American Indian Enrollment in Each State

Txtal

L

State EMR TMR SI SED LD Surveyed
Alabama 140 31 135 13 133 7,740
Alaska 115 82 650 55 1,669 20,157
Arizona 369 192 685 507 3,028 58,270
Arkansas 2 0 8 0 30 447
California 51 23 397 30 1,115 27,393
Colorado 16 3 23 31 88 2,985
Connecticut 0 0 6 4 27 1,084
Delaware 0 0 5 0 13 125
D.C. 0 0 0 0 0 34
Florida 4 9 25 11 46 1,909
Georgia 1 0 5 0 1 418
Hawaii 0 0 2 2 14 432
Idaho 45 8 61 0 181 2,553
Ilinois 31 2 73 16 164 1,556
Indiana 3 0 2 0 5 1,152
Towa 26 2 4 12 80 1,076
Kansas 31 10 95 22 147 3,453
Kentucky 2 0 2 0 2 106
Louisiana 8 1 10 3 15 775
Maine 11 4 11 8 10 320
Maryland 3 6 16 6 48 806
Massachusetts 1 0 0 0 1 753
Michigan 222 6 150 57 472 16,575
Minnesota 288 27 558 207 892 9,832
Mississippi 2 2 6 0 3 313
Missouri 4 0 9 7 25 641
Montana 181 57 935 76 1,413 21,241
Nebraska 33 //'” 4 42 25 75 1,482
Nevada 24, 2 85 2 235 3,536
New Hampshire 0 ¥ 0 0 0 3 55
New Jersey 0 ) 7 6 4 20 899
New Mexico 259 |} 71 356 120 1,561 24,057
New York 25 ! 5 5 20 64 3034
North Carolina 1,323 }\ 132 667 53 1,684 33468
North Dakota 135 11 367 42 485 7,089
Ohio 38 0 37 2 5 1,944
Oklahoma 951 142 2,311 28 2,600 58,945
Oregon 13 20 195 50 460 6,346
Pennsylvania 61 1 9 S 63 1,495
Rhode Island 8 2 9 0 4?2 446
South Carolina 87 9 39 7 37 1,210
South Dakota 114 42 423 27 303 7,545




Appendix B-1 (Continued)

Projected Frequency of American Indians in Each Category in Each State*
and Total Projected American Indian Enrollment in Each State

P Total
¢ AL
X State EMR TMR SI SED LD Surveyed
Tennessez 3 0 6 1 26 301 ~
Texas 10 18 55 18 138 3,561 k
Utah 58 5 75 172 248 4,281
Vermont 3 0 1 4 4 - 92
Virginia 7 0 13 3 38 820
Washington 162 26 139 66 810 13,553
West Virginia 0 1 0 2 3 70
Wisconsin 88 26 177 117 192 6,262
Wyoming 5 2 48 18 163 1,676
Total Projected 4,963 991 8,948 1,853 18,881 364,213

*Projected by OCR using weighted formula applied to survey results.
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Appendix B-2

Numbers of Students in BIA Schools in Each State* in Each Handicapping
Condition and Total Number Enrolled in Each State.

State N

MR LD SED MH HI VI OI OH SI RH Tot En.
AZ 90 963 51 66 S 2 3 19 327 26 12,712
CA 0 18 3 0 0 0 O 0 0 0 592
FL 1 16 0 0 0 O o0 0 0 0 100
D 2 15 2 0 0 0 o0 0 6 0 93
IA 0 5 1 0 0 0 o0 0 5 0 74
MS 15 126 0 5 2 1 2 1 115 0 1,126
ME 8 18 5 1 0 1 0 0 9 0 316
MN 1 185 9 0 0 0 O 11 47 G 600
MO 1 39 1 2 0 0 o 0 29 0 340
NM 123 83! 35 58 6 4 8 4 373 8 8,693
NC 17 63 7 3 2 0 4 1 44 0 946
ND 40 190 45 10 1 0 O 0 347 0 3,346
OK 12 50 1 0 0 0 O 0 25 0 590
OR 15 46 2 2 0 0 1 5 60 3 557
SD 79 306 83 2 3 0 8 16 813 0 9,119
UT 3 37 2 0 0 0 o0 0 23 0 225
WA 8 28 2 6 1 0 o0 1 27 0 267
wI 3 54 14 0 0 0 o0 0 39 0 304
wY 0 26 G 0 0 0 O 0 26 0 322

* Calculated by the authors using data supplied by BIA. This data permits duplicated
count of students in categories of speech impaired and residential handicapped.




Appendix B-3

Pergent'ages of Various Minority Groups in 1978 and 1984
Projected* by OCR as. Handicapped Across All States

Percentage
of all
Category Am. Jad. Asian Hisp. Blacks White students
% % % % % %

Total

1978 .79 1.42 6.75 15.72 75.32 100.00

1984 92 2.52 9.12 16.19 71.24 100.00
Percentage in Special Education Program
EMR

1978 1.73 37 98 3.46 1.07 1.43

1984 1.36 31 1.15 2.09 1.00 1.34
T™MR

1978 23 15 24 .39 .19 23

1984 27 18 27 .39 21 24
SI

1978 1.87 1.85 1.78 1.87 2.04 1.99

1984 2.46 173 1.96 2.40 2.69 2.55
SED

1978 33 .10 29 50 .29 32

1984 S1 A2 .36 .85 57 .59
LD

1978 3.49 1.27 2.58 2.23 2.32 2.31

1984 5.18 1.61 4.46 4.51 4.19 4.21
Total % Hand. °

1978 7.65 3.74 5.87 8.45 591 6.28

1984 9.78 3.95 8.20 11.24 8.66 8.93
Total %
Increase 2.13 0.21 2.33 2.79 2.75 2.65
*Projected by OCR through use of weighted formula applied to survey results.
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Percentages* of Various Ethnic Groups Classified
as EMR in American Public Schools, 1984-1985

Appendix B-4

State N.A. Asian Hisp. Black Min. White
Alabama 1.85 041 0.60 6.04 591 1,72
Alaska 045 0.25 0.27 0.35 0.39 £.13
Arizona 0.86 043 0.94 2.51 1.11 0.60
Arkansas 044 0.68 1.45 5.30 5.14 146
Califomnia 0.30 0.15 0.33 0.65 0.37 0.29
Colorado 0.63 0.18 0.88 1.04 0.85 041
Connecticut 0.00 0.18 1.29 1.86 1.54 0.54
Delaware 0.00 0.10 131 2.44 1.43 0.59
Dist. Columbia 0.00 0.00 0.13 0.85 0.82 0.13
Florida 020 0.36 0.59 222 1.68 0.54
Georgia 0.36 0.33 0.61 2.61 2.54 0.77
Hawaii 0.00 0.55 0.73 0.93 0.57 047
Idaho 1.80 1.01 197 1.73 1,77 1.00
Illinois 0.83 0.31 0.75 2.50 2.00 1.11
Indiana 0.64 0.33 1.81 4.29 3.92 1.61
Towa 2.08 0.58 1.73 4.25 291 1.68
Kansas 0.83 0.24 0.79 2.66 1,95 0.94
Kentucky 1.35 0.08 0.50 3.53 3.40 1.84
Louisiana 0.90 0.14 0.28 2.11 2.01 0.62
Maine 3.07 0.38 0.95 1.58 1.06 145
Maryland 0.38 0.19 0.25 0.52 0.49 0.33
Massachusetts 0.20 0.09 0.24 0.05 0.12 0.32
Michigan 1.10 0.55 0.87 1.64 1.58 0.94
Minnesota 245 0.75 2.14 4.24 2.72 121
Mississippi 0.52 0.25 0.61 3.17 3.16 1.04
Missouri 0.99 0.34 1.02 3.54 3.37 140
Montana 1.04 0.71 1.43 1.56 1.10 0.60
Nebraska 2.76 0.40 2.25 4.28 3.48 1.29
Nevada 0.65 0.22 0.51 0.91 0.68 0.35
New Hampshire 0.00 0.69 - 097 198 1.23 0.55
New Jersey 0.00 0.18 0.76 0.92 0.83 0.33
New Mexico 1.14 0.12 0.76 1.40 0.83 0.38
New York 225 0.71 3.80 493 4.16 2.00
N. Carolina 384 0.41 0.51 345 3.38 0.81
N. Dakota 193 0.59 1.03 0.53 1.52 1.19
Ohio 0.90 0.70 2.43 3.41 331 2.31
Oklahoma 134 0.18 1.05 3.85 2.72 1.25
Oregon 0.35 0.25 0.36 0.71 0.44 0.38
Pernsylvania 2.65 0.19 2.05 2.23 2.13 1.37
Rhode Island 1.29 0.32 6.45 1.21 0.82 0.64
S. Carolina 3.34 0.24 0.21 4.38 4.29 093
S. Dakota 2.08 0.60 1.07 0.98 1.67 098
Tennessee 1.04 0.31 0.59 2.72 2.65 122
Texas 0.37 0.15 0.69 1.23 0.83 042
Utah 1.02 0.60 1.11 181 1.02 0.55
Vermont 5.13 0.38 6.06 2.84 2.24 1.65
Virginia 0.83 0.29 0.46 2.13 1.84 0.59
Washington 133, 0.43 1.09 1.90 1.15 0.78
W. Virgina 0.00 0.45 0.43 3.51 321 205
Wisconsin 1.19 0.59 1.21 2.15 1.89 1.01
Wyoming - 0.54 0.57 0.79 1.32 0.80 048
* All percentages calculated from reported OCR survey data.
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Appendix B-5

Percentage* of Various Ethnic Groups Classified
as TMR in American Public Schools, 1984-1985

State N.A. Asian Hisp. Black Min ** White
AL 0.34 0.00 0.40 0.67 0.66 0.31
AK 0.63 0.08 0.34 0.33 047 0.24
AZ 042 0.27 0.35 0.44 0.37 0.28
AR 0.00 0.07 0.18 0.45 0.44 0.25
CA 0.07 0.15 0.24 0.28 0.23 0.22
Co 0.14 0.10 0.28 0.27 0.26 0.16
CT 0.00 0.11 0.48 0.40 041 0.32
DE 0.00 0.52 044 0.64 0.62 (.40
DC 0.00 0.29 0.17 0.35 0.34 0.29
FL 0.46 0.26 0.36 043 041 0.27
GA 0.00 0.06 0.20 0.40 0.39 0.29
HI 0.00 0.29 0.14 0.35 0.29 .27
D 043 0.14 0.33 0.17 0.31 0.25
IL 0.24 0.18 0.14 0.25 0.22 0.31
IN 0.00 0.26 0.37 0.54 0.52 0.33
IA 0.30 0.31 0.31 0.58 0.46 0.42
KS 0.38 0.10 0.31 0.37 0.33 0.24
KY 0.00 0.49 0.25 0.49 0.48 0.42
LA 0.18 0.15 0.28 042 041 0.29
M:E 0.61 0.38 0.00 0.00 0.25 0.12
MD 0.77 0.23 0.23 0.46 0.44 0.44
MA 0.00 0.05 0.07 0.01 0.03 0.07
Ml 0.13 0.16 0.38 0.94 0.89 0.23
MN 045 0.23 3.06 0.47 0.69 0.50
MS 0.52 0.51 0.00 0.47 047 0.26
MO 0.00 0.04 0.00 0.00 0.01 0.02
MT 0.38 0.53 0.71 0.00 0.42 0.35
NE 0.39 0.17 0.53 0.61 0.55 0.49
NV 0.09 0.14 0.32 0.37 0.30 0.21
NH 0.00 0.00 0.19 0.15 0.11 0.12
NJ 0.28 0.16 0.28 0.28 0.27 0.18
NM 0.25 0.18 0.31 0.26 0.29 0.23
NY 045 0.12 0.21 0.22 0.21 0.16
NC 0.38 0.17 0.21 0.51 0.49 0.30
ND 0.25 0.59 0.52 0.36 0.33 0.34
OH 0.00 0.02 0.01 0.05 0.04 0.04
OK 0.30 0.25 0.28 0.55 0.44 0.36
OR 0.35 0.12 0.22 0.09 0.17 0.18
PA 0.19 0.11 0.47 0.33 0.34 0.20
RI 0.32 0.12 0.26 0.48 0.35 0.33
SC 0.30 0.08 0.85 0.54 0.53 0.30
SD 0.51 0.45 0.27 0.20 0.46 0.26
TN 0.00 0.22 0.59 0.51 0.50 0.24
X 0.21 0.14 0.24 0.25 0.24 0.20
UT 0.18 0.15 0.24 0.16 0.20 0.13
VT 0.00 0.00 0.00 0.00 0.00 0.35
VA 0.00 0.19 0.10 043 0.39 0.27
WA 0.22 0.09 0.27 0.16 0.16 0.15
wv 196 0.34 0.00 0.49 047 0.34
WI 0.18 0.20 0.12 0.05 0.07 0.26

: WY 0.22 0.19 0.19 0.63 0.23 0.18

' *All percentages calculated by lhe authors from OCR Survey results (reported data).

‘ **All minorities combined.
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Appendix B-6

Percentage* of Various Ethnic Groups Classified as Speech
Impaired in American Public Schools, 1984-1985

State N.A. Asian Hisp. Black Min ** White
AL 1.81 1.85 1.99 2.37 2.35 2.1
AK 3.36 2.08 1.78 2.28 2.82 2.2¢
AZ 1.56 © 223 2.10 2.07 2.03 2.19
AR 133 095 3.82 2.30 2.28 2.15
CA 1.70 1.28 1.92 1.98 1.82 212
(80 0.77 1.08 1.40 1.31 1.33 1.19
(043 0.69 147 2.15 1.93 1.98 2.63
DE 2.02 1.86 2.51 1.7 177 2.05
DC 0.00 0.14 1.06 0.57 0.58 1.31 :
FL 1.39 2.19 1.72 3.90 3.20 2.95 :
GA 1.82 121 1.79 2.46 243 2.55
HI 047 1.09 1.89 1.34 1.12 1.56
D 2.36 273 2.49 242 2.50 1.93
L 3.79 2.35 1.28 1.56 1.53 243
IN 0.21 346 5.87 2.64 2.98 3.73
IA 0.59 101 1.15 1.13 1.08 1.42
KS 237 237 2.24 261 2.50 2.52
KY 2.70 414 2.74 4.54 4.51 430
LA 144 0.75 2.13 2.66 2.59 2.52
ME 3.68 2.66 4.76 3.62 3.31 2.53
MD 2.04 157 2.58 3.23 3.09 3.02
MA 0.00 042 0.19 0.12 0.18 0.68
MI 097 2.01 1.82 0.81 0.87 2.26
MN 346 2.57 2.64 1.98 242 2.51
MS 2.09 1.53 0.61 3.05 3.04 2.94
MO 1.64 246 2.74 3.37 3.32 3.67
MT 343 1.77 3.22 4.17 3.31 2.28
NE 3.15 1.94 2.95 2.63 2.62 3.09
NV 196 2.56 1.85 142 1.77 1.72
NH 0.00 1.90 6.61 3.20 3.69 2.17
NJ 0.56 2.69 2.1 2.31 242 3.32
NM 1.54 223 3.39 3.72 3.12 2.59
NY 045 0.17 045 0.37 0.39 0.75
NC 2.01 191 1.79 2.72 2.65 2.14
ND €.09 443 6.19 4.80 5.74 371
OH 1.20 278 2.28 1.49 1.55 2.53
OK 332 2.15 3.18 267 2.85 3.73
OR 331 187 3.01 3.04 2.69 2.38
PA 1.70 1.82 2.60 2.69 2.65 2.65
RI 1.29 1,03 1.31 2.50 1.85 2.97
SC 3.65 248 2.12 n 3.68 2.84
SD 5.55 5.74 4.29 433 5.37 3N
N 2.07 1.80 2.21 2.27 2.26 - 351
9.4 1.82 1.06 1.76 1.72 1.72 222
uT 1.68 1.70 2.12 1.71 191 2.04
VT 2.56 3.03 3.03 0.95 2.24 2.59
VA 1.83 192 2.11 3.12 2.93 291
WA 1.07 1,02 1.35 1.06 1.11 1.27
wv 0.00 2.60 4.70 1.77 1.88 3.33
Wi 2.37 142 2.21 2.64 249 2.40
wYy 2.72 3.82 3.29 291 3.21 2.90
*All percentages calculated by the authors from OCR Survey results (reported data).

g **All minorities combined.
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Appendix B-7

I'ercentage* of Various Ethnic Groups Classified as Seriously
Emotionally Disturbed in American Public Schools, 1984-1985

State N.A. Asian Hisp. Black Min.** White
AL 0.17 0.23 0.40 0.46 0.45 0.71
AK 0.30 0.04 0.21 0.52 0.30 0.28
AZ 1.00 0.36 047 143 0.66 1.09
AR 0.00 0.00 0.18 0.14 0.14 0.14
CA . 0.10 0.03 0.08 0.27 Q.11 0.25
co 099 - 0.40 0.99 1.88 1.17 1.31
CT 0.69 0.23 1.60 2.78 2.18 1.30
DE 0.00 0.31 1.85 4.61 4.21 198
DC 0.00 0.00 0.00 0.52 0.50 0.00
FL 0.66 0.20 0.36 142 1.07 0.99
GA 0.00 0.25 0.77 1.09 1.07 1.14
HI 0.47 0.19 0.37 0.06 n.19 0.29
D 0.00 0.00 0.13 0.52 0.11 0.. .
IL 0.95 0.15 0.55 142 1.16 1.25
IN 0.00 0.11 0.21 0.50 0.45 0.31
IA 1.34 0.19 0.71 7.51 1.64 0.87
KS 1.09 . 0.16 0.30 1.09 0.83 0.65
KY 0.00 0.24 0.00 1.34 1.30 0.37
LA 0.54 0.04 0.15 0.49 0.47 0.30
ME 1.23 0.25 048 2.04 0.87 1.55
MD 0.64 0.09 0.23 0.37 0.33 0.36
MA 0.00 0.04 0.01 0.02 0.02 0.12
Ml 0.37 0.26 0.54 0.69 0.67 0.96
MN 2.76 0.47 0.95 3.09 2.02 0.96
MS 0.00 0.00 0.00 0.09 0.09 0.08
MO 0.99 0.19 0.35 097 0.93 0.78
MT 0.47 0.18 0.18 0.52 0.41 0.38
NE 2.07 0.17 0.67 3.28 245 0.88
NV 0.09 0.14 0.21 1.14 0.66 0.49
NH 0.00 0.17 0.58 1.68 0.84 0.70
NJ 1.13 0.13 0.67 143 1.11 0.69
NM 0.41 0.35 0.80 1.67 0.78 1.10
NY 0.45 0.04 0.57 0.92 971 0.56
NC 0.19 0.13 0.21 0.68 0.63 0.41
ND 0.89 0.15 0.52 0.89 0.76 0.26
OH 0.30 0.05 023 0.39 0.38 0.32
OK 0.09 0.02 0.07 0.22 0.16 0.20
OR 0.96 0.10 044 0.89 0.53 0.58
PA 0.95 0.08 0.59 1.20 1.08 0.67
RI 0.00 0.04 6.15 1.14 0.62 0.57
sC 091 0.28 0.32 097 0.56 0.89
SD ' 0.51 0.15 0.00 1.18 0.50 0.17
N 0.52 0.09 0.00 0.24 0.24 0.25
TX 0.37 0.10 043 0.59 0.47 091
uT 3.22 1.25 3.30 5.13 2.87 2.54
vT 2.56 0.38 1.52 0.00 0.52 0.42
VA 0.50 0.20 0.44 0.79 0.70 0.58
WA 0.68 0.14 0.34 1.28 0.62 0.57
wv 3.92 0.11 0.00 0.79 0.74 0.33
wI 1.58 0.17 095 197 1.71 1.23
wY 098 0.38 0.96 1.06 0.93 0.93

*All percentages calculated by the authors from OCR Survey results (reported data).
**All minorities combined.
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Appendix B-8
Percentage* of Various Ethnic Groups Classified as Learning
Disabled in American Public Schools, 1984-1985
State N.A, Asian Hisp. Black Min.** White
AL 1.64 046 3.38 2.19 2.16 3.67
AK 8.47 2.29 5.06 10.71 7.81 5.04
AZ 5.78 "1.58 545 6.88 5.54 4.50
AR 7.52 1.08 4.36 4.67 4.59 4.82
CA 4.22 1.17 424 6.27 4.17 4.87
(80) 2.89 1.30 393 4.83 3.89 3.51
CT 1.15 1.81 6.79 7.33 6.80 5.43
DE 11.11 1.03 949 11.32 10.78 6.01
DC 0.00 0.00 1.52 2.87 2.80 2.78
FL 2.58 0.98 3.89 444 4.17 3.75
GA 0.36 0.51 1.96 231 2.26 343
HI 3.26 4.49 10.73 5.65 4.69 4,93
D 8.00 2.01 5.86 744 5.75 3.80
L 746 0.97 2.59 3.08 2.89 4.83
IN 0.42 0.70 2.74 3.24 311 3.22
IA 6.69 4.06 4.30 5.85 5.24 4.36
KS 3.71 048 3.09 421 3.54 3.52
* KY 1.35 0.65 224 748 7.24 3.36
LA 1.98 0.26 1.92 4.05 3.89 3.75
ME 6.75 0.38 3.33 5.66 2.87 4,14
MD 6.12 1.64 5.35 9.12 8.44 5.65
MA 0.39 0.31 044 0.36 0.38 2.36
Ml 2.81 0.77 245 227 2.26 3.54
MN 6.11 1.71 5.83 6.25 4.83 435
MS 1.57 1.02 3.66 3.25 3.24 4,27
MO 4.61 0.75 324 4.35 422 491
MT 6.49 1.24 6.34 443 5.99 420
NE 5.81 1.54 490 5.70 5.18 4.32
NV 6.11 1.52 4.56 10.64 7.27 3.94
NH 7.50 1.03 7.00 793 5.42 6.07
NJ 6.80 1.98 1.09 4.39 3.85 4.86
NM 5.53 1.53 501 6.65 5.11 3.80
NY 2.16 0.36 2.86 2.38 243 2.05
NC 5.07 0.69 195 5.70 5.52 3.99
ND 6.55 2.81 593 7.12 6.06 3.83
OH 0.75 042 1,95 232 2.26 343
OK 4.53 0.88 3.53 6.75 5.51 4.59
OR 6.97 1.26 6.46 8.13 5.37 5.28
PA 682 . 0.67 5.35 5.13 497 4.00
RI 7.42 1.82 5.00 9.66 6.80 8.09
SC 243 0.87 234 4.06 4.00 3.86
SD 4.35 2.27 3.22 4,72 4.05 3.78
TN 7.77 0.82 192 4.25 4.17 4.81
X 3.74 0.63 4.72 5.03 4.68 4.09
uT 5.12 1.59 5.18 5.54 4.20 343
VT 2.56 2.27 1.52 3.79 2.76 4.78
VA 532 1.42 5.01 436 4.06 4.55
WA« 6.04 1.53 495 8.89 5.15 4.58
WV 5.88 045 0.85 4.74 4.36 4.20
Wi 3.82 0.54 3.06 3.96 3.62 3.37
wY 8.59 2.63 3.06 3.96 3.62 3.37
*All percentages calculated by lhe authors from OCR Survey results (reported data).
**All minorities combined.
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APPENDIX C-1

Chart for Conversion of ICD Codes to chabilitation
Oriented Categories Based on RSA Disability Codes

Type of Disorder/Disability RSA Codes ICD Codes
Infectious & Parasitic Diseases -
Tuberculosis
. Likely Disabling 650 011.2,011.5,012.1,013,015,
018,137.0-137.4
Other 010-018 except above
Other Infectious & Parasitic Dis. 01-139 except above
Neoplasms
Malignant 600-608
Lung 162,197.0,197.3
Breast 174-175,198.81
: Leukemia 204-208
Other Malignant Neoplasms 140-208,230-234
except above
Benign 609
Likely Disabling 223-223.1,224-
224.1,225- '
225.1,225.3,228.03
Other 210-229,235-239
except above
Endocrine, Nutritional, &
Metabolic Diseases
" Diabetes Mellitus 614
Likely Disabling 250.4,250.7 3
Other 250 except above

14 |
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APPENDIX C-1 (Continued)
Chart for Conversion of ICD Codes to Rehabilitation
Oriented Categories Based on RSA Disability Codes
] Type of Disorder/Disability RSA Code ICD Codes
Malnutrition 263
: Gout 274.0-274.19
S Cystic Fibrosis 616 277.0-277.01
: Other Endocrine, Nutritional,
_ & Metabolic Diseases 240-279 except above
Diseases of the Blood & Blood
: Forming Organs
! Anemias 621-629 280-285
: Other 619-620 286-289.9
Mental Disorders
Psychoses 500 290,293-299
Neurotic Personality Disorders 510,522 300-301
Alcohol Dependence or
Psychosis 520 291-303
Drug Dependence or Psychosis 521 292,304
Mental Retardation 530,532,534 317-319
Other Mental Disorders 522 290-319 except above
Nervous System & Sense Organs
Diseases of the Nervous System
Meningitis 303,323,343 320-322
363,383
Multiple Sclerosis 316,336,356 340
376,396
Hemiplegia 303,323,343 342
363,383
Cerebral Palsy 300,320,340 343
360,380
) - R222
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APPENDIX C-1 (Continued)

; Chart for Conversion of ICD Codes to Rehabilitation
: Oriented Categories Based on RSA Disability Codes

16

Type of Disorder/Disability RSA Codes ICD Codes
Quadriplegia 303 344.0
Paralysis - lower limb(s) 363 344.1,344.3
Paralysis - upper limb(s) 343 344.2,344 4
Paralysis - other 393 344.5-344.9
Epilepsy 630 345
Muscular Distrophy 315,335,355 355
375,395
Other 639 320-359 except above
Eye Conditions (disease)
Diabetic Retinopathy 102,112,122 362.0
132,142
Glaucoma 101,111,121 365
Caiaract 100,110,120 366
Blindness or Low Vision
Both Eyes 109,119,129 369.0-369.4
One Eye 139,149 369.6-369.9
Other 102,112,122 360--379 except above
132,142
Ear Conditions (disease)
Otitis Media 202,212,222 381-382
Hearing Loss 209,219,229 389
Other 202,212,222 380-389 except above
Diseases of the Circulatory System
Heart Disease 642,643
Rheumatic Heart Disease. 393-398
R23




APPENDIX C-i (Continued)

Chart for Conversion of ICD Codes to Rehabilitation
Oriented Categories Based on RSA Disability Codes

Type of Disorder/Disability - RSA Codes ICD Codes

Hypertension & 644 401-404

Hypertensive Heart Dis.

Acute Myocardial 410

Infarction -
D Atherosclerotic Heart Dis. 414.0
Other Ischemic Heart Dis. 411-413,414.1-414.9
Congestive Heart Failure 428.0
Other Heart Disease 390-392.0,393 398,402,404,
' 410-416,420-429 except above
Cerebrovascular Disease
Cerebral Seizure (Stroke) 312,332,352 436
- 372,392,685
Other Dis. of Circulatory 430-438 except above
: System
' Diseases of the Respiratory Sysiem
Bronchitis 654 490-491
Emphysema 651 492
Asthma 610 493
Bronchiectasis 653 494
Other Chronic Obstructive 659 495-486
Pulmonary Disease
Other Dis. of Respiratory Sys.

Likely Disabling 659 472.0-472.2,473,
478.3-478.34,
484.1-484.8,497-
519.3

Other 460-519 except above . .
|
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APPENDIX C-1 (Continued)

Chart for Conversion of ICD Codes to Rehabilitation
Oriented Categories Based on RSA Disability Codes

Type of Disorder/Disability RSA Codes ICD Codes

Diseases of the Digestive Systern
Dental

Likely Disabling 660 520.0-
520.2,520.5,521.6,524

Other 660 520-525

Ulcers of Stomach & Small 661 531-534
Intestine

Hermia (with Gangrene) 663 550.0,551

Noninfectious Entritis & 662 555-558
Colitis

Alcoholic Liver Damage 520,669 571.0-571.3

Other Probable Disabling 669 535,560-560.2,562,
569.1.569.5-569.6,
570,571.4-571.5,572-
572.8,579

Other Dis. of Digestive System 520-579 except above

Diseases of Genito-Urinary System
Renal Failure 671 584-589
Other 670 580-629 except above

Complication of Pregnancy Childbirth
and the Puerperium

Hypertension Complicating 644 642
Pregnancy
Other 630-679 except above

Diseases of the Skin & 690 680-709
Subcutaneous Tissue

_ Diseases of Musculoskeletal Systemn
§~ and Connective Tissue

[
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APPENDIX C-1 (Continued)

Chart for Conversion of ICD Codes to Rehabilitation
Oriented Categories Based on RSA Disability Codes

Type of Disorder/Disabiiity RSA Codes ICD Codes
Osteoarthritis 310,330,350 715
370,390
" Arthropathies & Related 310,330,350 710--719 except above
Dorsopathies (Disorders 399 720-724
of Back)
Rheumatism Excluding Back 310,330,350 725-739
370,390
Other Diseases of Musculo- 730-739
Skeletal & Con. Tissue
Congenital Anomalies
Nervous System 301,321,341
361,381
Spina Bifida 741
Hydrocephalus 742.0,742.1,742.3
Other 742 except above
Eye 106,116,126 743
136,146
Ear 206,216,226 744
Cleft Palate-Cleft Lip & 680,689 749,750.0-750.1
Deform. of the Tongue
Spinal Deformities 301,321,341 754.2,756.1
361,381
Other Musculoskeletal 301,321,341 754-756 except above
Deformities 361,381
Down Syndrome and Other 758
Chromosomal Anomalies
Other Congenital Anomalies 740-759 exc3pt above




APPENDIX C.1 (Continued)

Chart for Conversion of ICD Codes to Rehabilitation
Oriented Categories Based on RSA Disability Codes

Type of Disorder/Disability RSA Codes ICD Codes
Certain Conditions Originating in the
Perinatal Period
Low Birthweight 765
Birth Asphyxia & Respiratory 768-769
Distress
All Other 760-799
Symptoms, Signs, IlI-defined 699 780-799
Conditions
Injury & Poisoning
Fractures
Head (skull fractures) 318,338,358 800-803
378,398
Spinal Chord 318,338,358 805-806
378,398
Other Fractures 800-829 except above
Dislocation of Vertabrae 399 839.0-839.21
Sprains, Strains of Back 399 846-847
(including neck)
Intracranial Injuries 399 850-854
(excluding skull fracture)
Traumatic Amputation of 359,379 885-887,895-897
Limbs or Digits
Late Effects of Injuries 905-909
Injury to Nerves & Spinal . 950-957
Column
Other Injury or Poisoning 800-999 except above
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APPENDIX C-2

Percentage Distribution of Diagnoses by Disease Type and Age
IHS Versus U.S. Short Stay Hospitals

Indian Health Service U.S. Short Stay Hospitals
Disease Type <16 16-34 35-64 >65 <16 16-34 35-64 >65

Infectious and Parasitic Diseases  37.29 21.07 2490 1674 18.62 20.85 2507 3545

Tuberculosis 8.06 13.81 46.77 3136 44,68 4043
Neoplasms: 446 1289 49.18 3346 224 6.81 4223 4872
Malignant: 209 1040 4833 39.18 1,72 404 3895 5529
Endocrine, Nutritional, and
Metabolic Diseases: 853 1139 51.19 28.89 515 959 3650 48.76
Diabetes Mellitus: 100 798 60.80 3021 121 7.83 4026 50.71 i
Diseases of the Blood and Blood
Forming Organs: 17.81 25.10 3494 22.15 8.38 17.99 2754 46.09
Anemias 1463 2623 3448 2466 593 18.16 2648 49.42
Mental Disorder§: 371 4284 4530 814 342 3262 4029 23.67
Psychoses 265 42.60 2095 24.80 142 2729 3494 36.36

Neurotic Personality Disorders 638 53.89 3260 7.13 3.15 3591 4181 19.13
Alcohol Dependence or Psychosis .53  38.10 56.67 4.70 61 2961 5943 1035
Drug Dependence or Psychosis  7.16 56.18 2690  9.76 62.07 29.06

Mental Retardation 3333 47.03 16.00 3733 37.33 9.33

Diseases of the Nervous System: 22.01 20.53 35.00 2247 54.16 45.84 .00 1.68

Degenerative Conditions of the

Nervous System 29.67 18.68 32.15 19.50 7.02 14.75 3328 44.96
Epilepsy 2507 3058 3218 1218 1647 21.76 34.12 27.65
Eye Conditions: 1933 1235 33.79 3453 931 9.78 27.82 53.08
Likely Disabling 1.65 449 39.83 54.04 1.14 503 2494 68.88
Far Conditions: 76.53 9.60 1027 3.60 5258 1049 21.12 1581
Otitis Media 8948 504 4.67 81 8408 559 7.26 3.07
Hearing Loss 3537 19.01 2598 19.64 1452 16.13 2742 4194

Diseases of Circulatory System: 233 637 48.04 43.26 J1 244 3199 64.85
Discases of Respiratory System:  45.61 11.25 22.60 20.54 1856 1135 2693 43.16

Chronic Obstructive Pulmonary

Diseases: 2492 9.52 3449 3108 9.63 5.84 3140 53.13
Other Likely Disabling )

Respiratory Diseases 21.88 13.65 3431 30.16 6.19 10.01 3109 5271

, Q 21
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APPENDIX C-2 (Continued)

Percentage Distribution of Diagnoses by Disease Type and Age
IHS Versus U.S. Short Stay Hospitals

Indian Health Service U.S. Short Stay Hospital
Disease Type <16 16-34 35-64 >65 <16 16-34 35-64 >65

Diseases of the Digestive System: 1554 2525 42.60 16.60 686 1592 3786 3936

Noninfectious Entritis and

Colitis 5438 1488 1831 1243 24.16 21.34 2577 28.72
Alcoholic Liver Damage 2506 68.48 70.75 1633
Other Likely Disabling 6.53 2138 52.88 19.20 339 9.52 3934 4775

|
|
1
Diseases of Genito-Urinary System: 7.20 28.81 41.66 2233  3.05 2399 3876 34.20 |

Renal Failure 247 834 5225 3694 158 747 3122 59.73
Diseases of the Skin and
Subcutaneous Tissue 21.84 2249 4092 1475 1062 1857 3552 3528
Diseases of the Musculoskeletal g
System and Connective Tissue:  7.66 24.53 47.05 20.76 282 1609 4364 3745

Arthropathies and Related

Disorders: 8.02 22.11 4531 24.57 3.16 1053 3228 54.04

; Osteoarthritis 4239 52.83 2420 7381
‘ Dorsopathies (Disords. of Back) 242 2694 5498 15.66 40 1920 57.07 23.33

Rheumatism(Excluding the Back)9.80 30.29 46.04 13.88 435 2174 5097 2294
Congenital Anomalies: 8062 884 806 248 5636 14.59 19.20 9.85

Symptoms, Signs, & Ill Defined

Conditions 2488 2024 3533 1956 10.18 14.68 353: 39.83

\ Injury and Poisoning: 1792 4955 2569 684 11.03 3424 3041 2432

Skull Fracture 1419 6337 2030 213 16.11 5071 25.12 8.06

Spinal Chord Fracture 3.85 5256 2821 1538 36.28 24.78

Sprains & Strains of Back

(Including Neck) 540 5174 3733 552 1.75 39.75 4850 10.00

Intracranial Injuries

(Except Skull Fracture) 2699 49.39 2006 356 23.05 4121 21.61 14.12

Trumatic Amputation of Limbs

or Digits 2577 3742 3190 491 5517 2755

Late Effect of Injuries 969 5142 3217 672 522 3507 4030 1940

Injury to Nerves&Spinal Column16.50 6283 1833 233 1408 4507 3521 5.63

TOTAL: 19.54 3498 2998 1549 9.01 19.82 3156 39.61
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APPENDIX C-3

Percentage Distribution of Diagnoses by Disease Type and State

Region4  Region 5 Region 6 Region 7
NC MN NM OK NB

Infectious and Parasitic Diseases 2.56% 387% 3.17% 2.95% 2.15%

Tuberculosis 25% 15%
Neoplasms 2.44% 1.70% 1.68% 2.46% 1.05%
Malignant 2.06% 142% 120% 1.77% .82%
Endocrine, Nutritional, and
Metabolic diseases 12.53% 9.12% 6.74% 8.12% 10.69%
Diabetes Mellitus 8.97% 6.09% 3.79% 4.75% 7.29%
Diseases of the Blood and Blood
Forming Organs 2.24% 1.17% 221% 2.17% 1.79%
Mental Disorders 6.78% 8.32% 6.86% 3.36% 19.45%
Alcohol/Drug Dependence  2.87% 398% 4.25% 1.72% 15.80%
Diseases of the Nervious System 1.65% 98% 1.38% .98% 1.31%
Epilepsy 17% 13%
Degenerative Disorders of the
Nervous System 54% 26%  .39% 17% 30%
Eye Conditions 75% 1.12% 1.48% .645 1.33%
Cataract 32% :09%
Other Likely Disabling 28%  31% .24%
Ear Conditions: 1.06% 1.80% 1.86% 96% 3.33%
Otitis Media 15% 1.36% 1.53% 72% 2.75%

Diseases of the Circulatory System

13.03% 14.42% 5.67% 10.67% 9.52%
Diseases of the Respiratory System
7.09% 10.66% 6.64% 5.78% 9.16%

Chronic Obstructive Pulmonary

Diseases 2.20% 3.16% 124% 1.84% 2.10%
Other Likely Disabling

Respiratory Diseases 98% 98% 1.05% .82% .63%

Diseases of the Disgestive System 7.39% 7.39% 9.06% 8.43% 9.32%

Noninfectious Entritis and

Colitis .94% T4% 1.15% 76% 1.44%
Alcoholic Liver Damage 42% 40%  .65% 41% 2.13%
Other Likely Disabling 1.21% 201% 142% 1.50% 2.36%

: Diseases of Genito-Urinary System
‘ 7.89% 4.66% 5.92% 6.98% 4.91%

Renal Failure 1.44% 39%  .75% .43% 72%
Complications of Pregnancy, Child-
birth and the puerperium 13.10% 8.72% 20.83% 25.24% 3.89%
Hypertension Complicating
Pregnancy .86% S8% 1.62% 1.17%
Diseases of the Skin and
Subcutaneous Tissue 3.30% 235% 2.18% 1.90% 2.95%
Diseases of the Musculoskeletal

System and Connective Tissve 2.79% 298% 2.12% 2.20% 2.75%
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APPENDIX C-3 (Continued)

Percentage Distribution of Diagnoses by Disease Type and State

Region4  Region 5 Region 6 Region 7
NC MN, NM OK NB
Arthropathies, Rheumatism and .

Related DisorCers 1.50% 1.57% 123% 1.27% 1.24%
Congenital anomalies 82% 56% 1.49% 95% 32%
Conditions Originating in the

Perinatal Period 2.38% 1.75% 5.17% 6.56% .88%
Symptoms, Signs, & Ill Defined ’
Conditions 7.51% 839% 5.71% 4.50% 6.92%
Injury and Poisoning 4.66% 1.05% 9.83% 5.15% 8.28%
Intracranial Injury (Including
Skull Fracture) .55% 1.06%  .86% .56% 1.05%
Injury to the Spiral Column,
Back, or Nerves 36% .35% 23%

Percentage Distribution of Diagnosis by Disease Type and State

Region 8 :
MT ND SD UT WY

Infectious and Parasitic Diseases ~ 2.96% 2.68% 3.14% 280% 2.66%

Tuberculosis 26% 30%
Neoplasms 2.00% 1.80% 1.58% 1.06% 1.12%
Malignant 1.53% 1.48% 1.23% .54% 70%
Endocrine, Nutritional, and
Metabolic diseases 7.62% 7.54% 1730% 626% 631%
Diabetes Mellitus 4.46% 486% 446% 321% 2.74%
Diseases of the Blood and Blood
Forming Organs 1.72% 1.25% 196% 1.58%  1.66%
Mental Disorders 8.80% 10.65% 794% 5.05% 12.59%

Alcohol/Drug Dependence 4.81% 738% 4.33% 288% 7.96%
Diseases of the Nervous System  1.32% 1.38% 127% 1.19% 1.22%

Epilepsy .15% 29%  .26%
Degenerative Disorders of the
Nervous System 32% 30% .25%
Eye Conditions 94% 88% 1.05% 1.19% .62%
Cataract 17% 26%  .22%
Other Likely Disabling 17% 2% 21%
Ear Conditions 2.18% 1.96% 2.12% 195%  2.53%
Otitis Media 1.62% 1.70% 179% 150% 1.77%
231
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APPENDIX C-3 (Continued)

Percentage Distribution of Diagnosis by Disease Type and State

Region 8
MT ND SD uUT wY
Diseases of the Circulatory System 9.25% 843% 1781% 5.01% 7.14%
Diseases of the Respiratory System 2.53% 11.03% 10.61% 8.5¢%  6.29%
Chronic Obstructive Pulmonary
Discases 2.82% 280% 3.03% 208% 1.03%
Other Likely Disabling
Respiratory Diseases 1.03% 1.12%  95% 1.17% 73%
Diseases of the Disgestive System 8.53% 9.24% 8.31% 11.68% 10.97%
Noninfectuous Entritis and
Colitis 1.17% 1.96% 1.82% 91% .68%
Alcoholic Liver Damage 7% 54% .56% 93% 1.18%
Other Likely Disabling
Diseases of Genito-Urinary System 5.97% 521% 5.70% 550% 5.05%
Renal Failure 47% 38%  .85% .80% 28%
Complications of Pregnancy, Child
birth and the puerperium 11.82% 11.52% 13.14% 22.93% 14.20%
Hypertension Complicating
Pregnancy .64% 47%  53% 1.30% .50%
Diseases of the Skin and
Subcutaneous Tissue 2.61% 225% 327% 217% 1.43%
Diseases of the Musculoskeletal
System and Connective Tissue  3.24% 3.16% 2.64% 2.54% 3.48%
Arthropathies, Rheumatism and
Related Disorders 1.73% 1.71% 1.57% 1.63% 1.93%
Congenital anomalies 1% J0% 92% 1.67% .70%
Conditions Originating in the
Perinatal Period 1.69% 296% 3.44% 3.88% 2.03%
Symptoms, Signs, & Il Defined
Conditions 6.67% 6.58% 6.38% 596%  6.54%
Injury and Poisoning 12.04% 10.79% 11.43% 9.08% 13.47%
Intracranial Injury (Including
Skull Fracture) 1.57% 1.36% 1.32% 80% 1.22%
Injury to th.e Spinal Column,
Back, or Nerves 74% .49% 42% 45%
232
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APPENDIX C-3 (Continued)

Percentage Distribution of Diagnoses by Disease Type and State

LACT

o
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Region 9 Region 10
AZ NV AK ID OR WA
Infectious and Parasitic Diseases 4.68% 3.47% 290% 3.89% 3.99% 2.46%
Tuberculosis 22% 30%
Heoplasms 1.48% 1.54% 3.25% 1.69% 2.11% 2.04%
‘Mzlignant 1.11% 93% 2.62% 1.33% 1.48% 1.39%
Endocrine, Nutritional, and .
Metabolic diseases 7.43%1091% 2.74% 8.00% 8.22% 5.87%
Diabetes Mellitus 4.46% 1.31% .76% 4.23% 4.92% 2.87%
Diseases of the Blood and Blood
Forming Organs 1.82% 1.75% 12.65% 2.10% 1.16% 1.69%
Mental Disorders 5.13% 9.28% 7.38% 8.79% 7.52% 5.95%
Aicohol/Drug Dependence 2.94% 6.13% 3.44% 4.34% 2.92% 2.86%
Diseases of the Nervious System 145% 1.09% 1.60% 1.71% 1.37% 1.39%
‘Epilepsy 23% 17% .36%
Degenerative Disorders of the
Nervous System 38% 13% . 10% 37%
Eye Conditions 1.56% 1.48% 1.79% .68%  .80% .81%
Cataract 53% 56%
Other Likely Disabling 24% 21%-
Ear Conditions 2.23% 1.13%% 4.75% 2.18% 2.05% 1.76%
. Otitis Media 1.77% 15 3.03% 1.41% 1.50% 1.13%
Diseases of the Circulatory System  5.82%11.78% 6.02% 8.87% 7.83% 10.81%
Diseases of the Respiratory System  7.87% 7.01% 821% 7.40% 10.76% 9.76%
Chronic Obstructive Pulmonary ,
Diseases 1.65% 1.66% 2.33% 1.77% 2.64% 2.45%
Other Likely Disabling
Respiratory Diseases 1.02% .82% 1.07% 1.01% 1.27% 1.02%
Diseases of the Digestive System 7.25% 9.57% 1.45% 10.65 %10.21% 10.25%
Noninfectious Entritis and
Colitis J4% 93% .65% .15% 1.65% 1.39%
Alcoholic Liver Damage 68% 95% .17% 1.05% .78% .43%
Other Likely Disabling 1.03% 1.81% 135% 2.31% 2.05% 2.20%
Diseases of Genito-Urinary System  6.05% 6.03% 5.09% 6.39% 5.45% 6.18%
‘Renal Failure T14% .64% .16% 63% .39%
" Complications of Pregnancy, Child
birth and the puerperium: 20.58%11.14% 16.69% 12.46% 13.93% 14.71%
Hypertension Complicating
Pregnancy 1.64% .48% .82% .47% 50%
Diseases of the Skin and
Subcutaneous Tissue 2.77% 2.29% 2.01% 2.12% 243% 1.79%
Diseases of the Musculoskeletal
System and Connective Tissue: 229% 3.90% 4.32% 3.16% 4.02% 4.15%
Arthropathies, Rheumatism and
Related Disorders 1.36% 2.31% 2.85% 1.75% 2.68% 2.50%
Congenital anomalies 133% 91% 140% .62% .80% .43%
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APPENDIX C-3 (Continued)

Percentage Distribution of Diagnoses by Disease Type and State

Region 9 Region 10
AZ NV AK D OR WA
Conditions Originating in the
Perinatal Period 4.35% 1.32% 3.87% 171% 1.33% 1.21%
Symptoms, Signs, & Ill Defined
Conditions 5.55% 6.10% 6.07% 5.88% 5.98% 6.45%
Injury and Poisoning: 10.35% 9.30% 11.80% 11.70% 9.91% 12.31%
Intracranial Injury (Including
Skull Fracture) 89% 93% 1.08% 137% 120% 1.24%
Injury to the Spinal Column,
Back, or Nerves 34% S2% 68%  59% 17%
234
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APPENDIX C-4
THE DISABLED INDIAN IN CALIFORNIA

A specizl analysis of California’s Indian population is being undertaken because
comparable data from California is not currently available on this state from the Indian
Health Service national data bank. This effort includes the identification, retrieval and
analysis of alternate sources of data which provide the best, although fragmented,
information on the Indian person with disabilities residing in California. The unique
historical development of Indian health care programs in California and its limited reporting

ents severely restricted the development of Indian specific data. Thus data from
the state of California was not found to be readily-available. This section of the report
identifies and analyzes data available from secondary sources. It reports the status of the
disabled Indian in terms of gender, age, place of residence, and type of disability.
Conqatg)lr.xs contributing to disabling conditions are discussed, and recommendations are
provi

Background

Although the state of California is cited as having the largest American Iudian
population in the nation (Office of Technology, 1986; U.S Bureau of the Census, 1980),
very little data is available o the health status and disability needs of this population. This
lack of data is due to several factors and is based on the urique and historical development
of Indian health programs.

In 1955, the Transfer Act (42 U.S.C. 2004a) reassigned the responsibility of
Indian medical and health-related services from the Bureau of Indian Affairs (BIA) in the
Department of the Interior to the Public Health Service in the U.S. Depariment of Health,
Education and Welfare. Federal responsibility for Indian health care now resides within the
Indian Health Service (IHS), a division of the Public Health Service in the U.S.
Department of Health and Human Services. Because of a history of bitte: experiences with
the BIA regarding health care services, California tribes opted via state resolution to
discourage Federal continuation of services ‘with the exception of water and sewage
projects) as previously delivered. Health care facilities iniplemented by the BIA were
largely isolated and inaccessable. In the 1950's, California had only two Indian hospitals.
These were located in opposite ends of the state and were in isolated and difficult to reach
locations. The Indian hospital on the Hoopa reservation in northern California was
accessible to only those residents of the far northwest coastal area. Winter storms, frequent
road slides and primitive road conditions made transportation to this Indian hospital
difficult. The hospital at Fort Yuma was located on the Arizona-California boarder and was
accessibie only to those residents of the Yuma area. Problems associated with isolation
was compounded by the extreme hot and arid climate of the desert. Isolation and limited,
difficult transportation was a significant factor in the inability of the Indian clientele to
obtain services at these Indian hospitals. The hospital in Hoopa closed down as an Indian
hospital in the early 1950's. It continued, however, under the sponsorship of the county as
a general hospital. The Yuma hospital changed to an infirmary in the late 1950s. Toda; ,
those patients residing on the California/Arizona border receive their hospitalization care at
the Phoenix Indian Medical Center.

With the departure of Federal attention to health services in California, the burden
of care fcll on the State and County Health Department. The health care needs of California
Indians were great --too great for the available resources of the state. in 1967, the U.S.

Public Health Service provided $245,000 to the State Department of Public Health, Bureau .

.of Maternal and Chi: 4 Health, for the development of nine rural Indian health centers as
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pilot projects. These projects were developed to provide direct health care services, as well
as outreach and referral services. This support was extended in 1969 for a limited time
period.

Legislative efforts to meet California's Indian health care needs culminated in the
passage of a bill in 1975 (Senate Bill 52, or the Moscone Bill) to develop an Indian Health
Program within the State of California Health Department. This Bill directed the State to
‘maintain a health program for Indians "consisting of studies of health and health services,
technical and financial assistance and coordination of similar health programs" (Chronology
of California, nd). The Indian Health Service program of the State of California
Department of Health Sérvices continues today with an expanded role which includes the
direct financial support of many of ti« Indian health care programs.

Rural Indian health programs continued to exist with minimal furding from various
sources, primarily the State and the Public Health Service, for several years. These Indian-
managed and administered programs were located in rural areas where significant numbers
of Indians lived. Large metropolitan areas in the state began to see a need for health care
services for those Indians relocating to urban areas. Urban Indian clinics were developed
mainly through tb”, efforts of the Indian people themselves, as were the rural programs. In
1969-70; the California Rural Indian Health Board (CRIHB) and the California Urban
Indian Health Council, Inc. (CUIHC) (late '70s) were formed to advocate and assist in the
planning for Indian health care services/programs in rural and urban areas, respectively.

When the federal Indian Health Service returned to California in 1976, most of the
Indian health programs developed by the State and the Indian people themselves were
already in existence. A minimally staffed office, established in Sacramento for years prior
to their retum, was expanded to a fuilly designated IKS Area Office in December of 1986.
The THS continued providing the financial support for:Indian health care projects, with
additional supportive services such as training and workshops for Indian program staff.
From these beginnings, Indian projects expanded to 20 current Indian projects and 17
sate]lite clinics in rural areas, and five urban centers in the: major metropolitan areas.

Currently there are no Indian Health Service inpatient facilities in the state.
Inpatient and some necessary outpatient services are purchased, on a limited basis, from
outside vendors. Eligibility requirements for contract care through the IHS are more
restrictive than the requirements for direct services at Indian centers. To be eligible for
contract care, the patient must first be eligible for IHS direct care and: (1) reside on a
reservation located within a contract health services delivery area as designated by 1HS; or
(2) reside within such a designated area and be a member of the tribe or tribes located on
that reservation or for which the reservation was established, or maintain close economic
and social ties with that tribe or tribes; or (3) be an eligible student, transient, or Indian
foster child (U.S. Congress, Office of Technology Assessment, 1986).

Limited funds for comprehensive care, however, restrict coverage of care.
Priorities are established for services, which depend largely on the severity of the medical
problem, the patient's place of residence, and the resources provided through annual
appropriations. To a large extent, the majority of health care services are available only at
the various Indian-managed and administered centers. Financial assistance for health care
services is provided by the federal Indian Health Service, State Department of Health
Services, and third party reimbursements. As these Indian community controlled programs
grew larger, they began to contract directly with the Indian Health Service under P.L. 93-
638, the Indian Health Care Self-Determination Act. This piece of legislation allows for

tribes to assume and manage the federal portions of selected health care delivery functions.




This contracting procedure continues with several Indian programs as a means of
controlling and administering the health care services to their clientele.

Because California is unique in its delivery of health services to American Indians,
data collection requirements and sources of data specific to its Indian population are limited.
Its Indian health programs are Indian-ma..iged and administered, as opposed to the
traditional Indian Health Service health care delivery system. Data collection requirements
are limited and restricted largely to fiscal accountability required by the various funding
agencies. Enumeration of patieat contact by the provider is the sole source of data for most
programs. More detailed information on diagnosis and disabling conditions are not
summarized or reported. Although raw data it maintained in client records, the Indian- -
managed heaith care programs were not required to report utilization by dlagnosm or
treatment by the Indian Health Service. Additionally, the lack of equipment and other
resources at the Indian programs, such as manpower and computer skills, further hampered
the generation of needed data. Sources of data on California’s Indian populanon are
restrictive in that they reflect the varied interest of several federal, state, and local agencies.
There is no single, comprehensive source of health or disability data on California’s Indian
population. Existing data are piecemeal and fragmented, and severely underreport Indian
health conditions and needs (Crouch, 1987).

Recently, efforts to coordinate data collection between the Indian Health Service,
the State of California, and Indian health programs have begun in order to capture a broadzr
range of information regarding Indian health care utilization pattemns. This effort, however,
is so recent it is not yet fully operative. This report thus had to rely on existing sources of
data to analyze the status of the disabled Indian residing in this state. This provided the
best, albeit piecemeal, picture of the disabled California Indian.

Socio-demographics

There are approximately 231,700 Indian, Eskimo and Aleuts residing in the state of
California (U.S. Bureau of the Census, 1983). This is a little less than 1% of the total
population in California. This census count has been a topic of controversy among tribes,
Federal, State and local agencies. It is felt that the 1970 and 1980 census undercounted the
American Indianpopulation for various reasons. The Office of Technology Assessment
(1986) cites two major reasons for the undercount: (1) the intercenal measures of
population change are unreliable, and (2) the enumeration techniques used by the U.S.
Bureau of the Census are inadequate.

Over 60% of California's Indian population reside in urban areas. Los Angeles
County alone has approximately 50,000 Indians residing within its boundaries. The
remaining 40% reside in rural areas, primarily on the 85 reservations and rancherias spread
throughout the state. Between 1970 and 1980, California’s Indian population increased by
more than 120%, a significant increase considering the ge:ieral population in California
grew by only 18.6% during tiiis same time period.

The socio-demographics of Californiz’s Indian population are reflective of the

U.S. Indian population. According to census reports (U.S. Bureau of the Census, 1980),
51% are female and 49% are male. The median age is 25 years; 37% are belc-v the age of
20 year. :In 1987, the median income for Indian households in California was reported to
be $14 825. The census also reported that 17.7% of the Indian population had incomes
below the poverty level. Fifty-three percent of all families in California were headed by
women; comnared with 14% of all families in the U.S. The unemployment rate for Indians
on the reservations/rancherias is estimated to be approximately 50%, a figure comparable to
unemployment rates on reservations.nationwide (California Ad Hoc Committee, 1987).
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In 1980, 76.4% of the total Indian population in California had completed 4 years
of high school and some college, compared with 84% for the state as.a whole (U.S.
Bureau of the Census, 1980). The major industries employing Indians were private
companies (28%), local government (4%), self-employed (2%), federal government (2%),
and state government (2%).

Although health statistics on California's Indians are virtually non-existent, reports
indicate the major health problems in California are similar to those seen by Indians nation-
wide. In a national report on Indian health care, the U.S. Congress, Office of Technology
Assessment (1986) stated:

The rank order of causes reflected in the mortality statistics is comparable to that of
causes of death for Indians in other IHS areas. The leading causes of death among
California Indians in-1980 to 1982 were estimated to be, in descending order,
diseases of the heart; accidents; malignant neoplasms; cerebrovascular disease;
chronic liver disease and cirrhosis; homicide; diabetes mellitus; suicide; pneumonia;
chronic pulmonary disease; nephritis, nephrotic syndrome, and nephrosis, certain
conditions originating in the perinatal period; atherosclerosis; tuberculosis; and
other diseases of arteries, arterioles, and capillaries. These data indicate that
Indians in California experience much the same health probleras as Indians in other
parts of the country.

Environmental concerns particular to California's Indian population was reported
by the Indian Health Service Area Office located in Sacramento. Four major issues were
identified by the IHS Environmental Health/Engineering Section:

a. Celtor chemical cleanup - EPA superfund cleanup of a hazardous waste site at
Hoopa Reservation involving mine wastes.

b. Alleged PCB contamination of a Chevren site near Santa Barbara where Native
American archaeological observers developed rashes. Preliminary results indicated
the cause of the rash was from petroleum hvdrocarbons associated with the
distillation of petroleum.

¢. Manufacture of PCP's *with disposal of chemical containers on an Indian
reservation in Southern California. This "angel dust" was manufactured elsewhere
by persons unknown. Disposal of waste containers on Indian land has ceased.

d. Herbicide spraying in Northern California. The IHS has not been heavily
involved in this issue. The State of California Department of Health Services,
EPA, and local governments have been in the forefront-on this (Moore, 1987).

The above environmental issues indicate that reservations in California, as in
several other states, are concerned over contamination of their lands leading to possible
health hazards. Such conditions as cancer, birth defects, and chronic illnesses are cited by
several reports as possible results of toxic contamination of the environment.




Source of Data

Data on the disabled Indian in California was obtained from several sources: the
U.S. Bureau of the Census, the State of California Department of Health Services, the
Indian Health Service, and rural and urban Indian health care programs. The 1980 Census
provided the most comprehensive picture of the Amsrican Indian population and their
socio-¢conomic status. Data on age distribution, household size and composition, major
industries, employment, income levels, and educational attainment were taken from the
census reports. Additionally, information on persons with a work disability, public
transportation disability and work disability, and institutionalization in mental hospitals,
home for the aged, and other institutions is reported. : )

California's State Department of Health provides services and compensation to its
disabled population. The California State Department of Rehabilitation provides vocational
rehabilitation services to individuals able and willing to be trained for employment. A
registry of all individuals with disabilities over the age of 18 receiving state assistance is
maintained. Data are gathered on these individuals by age, gender, race, and place of
residence. Disabling conditions are presentéd by the following major categories: physical,
blind/visual, deaf/hearing, psych/neurosis; alcoholism, drug addiction, other mental, and
mental retardation. This register is updated each year and contains extensive information
on the type and severity of the disability, as well as the rehabilitation services provided.
This source of data, however, does not account for the total population of disabled Indian
in California. It reports only those individuals eligible and accepted for vocational
rehabilitation and habilitation service. It does not report those individuals who did not
apply for or who did not accept the services offered.

The California State Department of Developmental Services also maintains statistics
on the developmentally handicapped residents of the state. Criteria for service eligibility is
that the age of onset occurred before the age of eighteen. Statistics are maintained on each
individual until early adulthood (usually until the age of 20). Characteristics of the disabled
individual in terms of age, race, gender, and place of residence are maintained. An
assessment of the individual in terms of the severity of the disability is reported. The major
categories reported by the Department of Developmental Services are: autism, cerebral
palsy, epilepsy, and mental retardation.

The California Children Services within the State Department of Health Services
provides serviceés to children with disabilities/illness who require specialized care. The
Department maintains statistics on the health and disabilities of the youngsters under their
care. The age range of the clientele ranges from less than one year old to 20 plus years.
Diagnoses are reported by ICD9 codes for all age groups by gender and race.

The State of California Indian Health Service provided not only information on the
history and background of the California Indian health care delivery system, but it also
acted as facilitator in identifying sources of potential data and assisted in obtaining relevant
data from the State Health Department. A meeting was held in the State Program Office of
IHS, bringing together staff from CRIHB, CUIHC, and the State to discuss possible
sct))urces of existing data from which information on disabilities among Indians could be
obtained.

The federe! Indian Health Service California Area Office, located in the Capitol city
of Sacramento, serves approximately 73,300 of California's 231,700 Indians (U.S.
Congress, Office of Technology Assessment, 1986). Data obtained from this program
office included data on the names and location of rural and urban programs, and
information on environmental issues.currently of concern on or near Indian reservations.
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As stated earlier, data on health status and disabling conditions of Indians are not
available from the Indian Health Service in California. This is primarily because the IHS
has not required the various clinics to report utilization of health services in a manner
consistent with all other Indian health facilities in the nation. Thus, this sources was not
avaxb}lablc to us from which to draw on to identify the extent and status of handicapping
problem

Four Indian health care programs, two urban and two rural, were selected for
analysis of Indian utilization of health services. These centers either had a computerized -
database for clients by health conditions identified by ICD9 codes, were in the process of
developing such a computerized retrieval system, or were able to provide some data, hand
‘tallied by staff, on Indian client utilization of their facility by select condition.

Data from these Indian centers provide an indication of the types of :eaith
problem/disabling condition presented by Indian patients in rural settings ana in urban
areas. The two rural clinics are: the Trinidad Clinic, located in the northwestern portior: of
the state, is a rural Indian health clinic serving Indians from the counties of Humboldt, Del
Norte, and Trinidad, and the Shasta-Trinity Clinic located 90 miles north of Sacramento.
The two urban sites examined were San Diego, located at the southern part of the state, and
Sacramento, located in central California. Again, these programs were chosen for data
retrieval because of the availability or the data from clinic files.

All Tables referenced in this report appear at the end of the report.
Method/Problem of Analysis

Because of limited data sources available on California's disabled Indian
population, the method of analysis consisted of piecing the fragmented information together
in an attempt to obtain a clearer picture of the problems and needs of this special population
group. This resulted in some under- and over-reporting of the disabilities seen. Because
not all disabled Indians seck services or compensation for their disabilities from the State,
gndermpomng of this cohort is evident. On the other hand, the inability to identify unique

ases among the various data sources resulted in possible multiple reporting of individuals.

In addition, individuals holding multiple disabilitics may possibly be counted in each
category ofdisability, thus being overreported.

An attempt was made to identify the prevalence of disability by type, utilizing select
ICD9 codes used for diagnoses. Reliable prevalence data, however, was not available
from any source. Data presented in this section should be viewed as incomplete and rough
data providing a general overview of the health conditions, services, and disabling
conditions seen by several groups of Indians in the state. Data from the rural and urban
Indian centers give an idea of the types of disabling conditions seen on an outpatient basis
at these Indian centers. These data were tallied by the Indian program staff and are reported
by select ICD9 codes. Data from the State of California provided information on the extent
of the developmentally and physically disabled by county of residence.

The State Children Services Division reported services provided to children by
diagnostic categories, which indicates the type of health problem occuring among this age
-group. Together, these data indicate the types of problems being seen in possible, given
the limited data and time frame underwhich this study was conducted, these data do give
some useful information on the disabled Indian in California. Additional research,
however, is needed in order to obtain a clearer picture of the prevalence of disability by
specific category.
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The developmentally disabled. Services provided to the developmentally disabled
are coordinated through the. State's Department of Developmental Services. The State of
California reported a clientele population of 68,700 in 1986, 382 of whom were American
Indians (State of California; 1986). Thus .17% of the total California Indian population
was served by this Department, compared to .3% of the total state population served. This
indicates that Indians are underrepresented, possibility because of identification or service
problems, in the State's program.

Special services provided by the Department of Developmental Service are
implemented throigh contractual arrangements with vendorized service providers, generic
agencies, and developmental centers. These services consist primarily of educational
programs, with an emphasis on vocational and pre-vocational training. Most programs
contractéd by the state serve the function cf habilitating and rehabilitating individuals
having a developmental disability. Workshopsand training sessions are coordinated to
serve the trainable as well as the profoundly mentally retarded individual. Some special
educational sessions are arranged within the school districts.

The statistics obtained from the State of California Department of Developmental
Services reflect only those individuals meeting eligibility requirements for State serviccs.
These requirements are: "any California resident who is believed to have a developmental
disability or is believed to have a substantial risk of parenting a developmentally disabled
infant" (Californians With Developmental Disabilities, 1986). Those individuals not
meeting these requirements are referred to other agencies when applicable. Additionally,
those individuals not seeking services are not entered into the system and thus are not
counted in the enrumeration of the disabled in California. This may have resulted in
underreporting of the developmentally disabled Indian in California.

Appendix C-4 Table 1 shows the major disabling conditions seen among this
population group as reported by the State. Forty-eight percent of the developmentally
disabled Indian population are labeled mentally retarded only, compared to 52.6% for the
total California-population. Eighteen percent of Indians have epilepsy, compared to 15.8
for the total state population; 12% Indians have cerebal palsy, compared to the states total
of 11.8; 12% Indian and are afflictzd with a combination of cerebal palsy and .tism,
10.2% of non-Indians are reported with this affliction. Over 2% Indian and 3.7% non-
Indian have autismn; and the remainder have a combination of cerebal palsy, epilepsy and
autism. In terms of the percentage reported by category of developmental disability, the
Ilr(l)dsl%t)l population differs little, proportioiially, from the state's total population (White,

Of the population of developmentally disabled Indians, 48% are female and 52%
are male. Forty-three percent are between the ages of 22 - 40 years; 26% fall in the 5 - 18
year old age group; 15% are over the age of 41 years; 9% are between the ages of 19-21;
and 7% are aged 4 or.below. The frequent inability to correctly diagnosis the
developmentally disabjed until matriculation into school may account for the low
enumeration among the aged 4 and younger.

Indians afflicted with developmental disabilities reside in 49 counties in the state.
Los Angeles County is reported to have the largest number (89), or 23%, of
developmentally disabled Indians in the state. To have a large number of disabled Indians
residing in this county is not surprising as Los Angeles has the largest Amenican Indian

_ residents. Furthermore, Los Angeles County accounts for 1/3 of the total population in the
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state, thus it is safe to assume that one out of three developmentally disabled individuals
would be from this county. Other counties with iarge numbers of these individuals are San
Diego (38), a county at the southern most part of the state; Alameda (20), located in the San
Francisco Bay Area; and Orange County (18) a close neighbor of Los Angeles County.

The concentration of developmentally disabled Indians in urban counties, but not in
rural counties with large Indian populations, may be a reflection of a lack of access, or a
decision on part of the family not to seek services. These reasons may explain the low
numbers of reported cases of Indian disabilities in rural counties.

Physical disabilities. The State of California reported that 633 American Indians
received compensation/services for their physical disability from the Vocational
Rehzbilitation Program. This figure accounts for approximately .29% of the total Indian
population in the state, and .5% of the total physically disabled population served by. the
state. If we consider that .5% of the state's total population is scrved by the Vocational
Rehabilitation Program, and only .29% of the total Indian population is served, we can see
that the Indian population is underrepresented in this program.

Appendix C-4 Table 2 illustrates the physical disabilities categories reported by the
state for Indians in California. The major disability seen among Indians fall within two
categories: 42.3% are physical disabilities and 28% are due to alcoholism. The remaining
disabled categories are drug addiction (8.7%); psych/neurosis (7.6%); mental retardation
(3.5?'3; other )visual (2.7%); blind (1.9%); deaf (1.5%); other hearing (1.6%); and other
mental (1.6%).

Of the physically disabled Indians reported by the Vocational Rehabilitation
Prograr as their clientele, approximately 37% are female and 63% are male. This group is
older; they are z~vcrally over the age of 16 years. Appendix C-4 Table 3 shows the
population distribution: most are between the ages of 21-40 (61.3%), with 19.4 between
the ages of 41-50; 11:7% aged 20 or less; and 7.6% aged 51 and over. This age
distribution is reflective of the services and eligibility requirements for
vocational/enabilitation services (ie. those in the labor force).

As with ii:e developmentally disabled, the majority of the physically disabled
Indians reside in Los Angeles County (29.4%). Sar joaquin County is reported to be the
next highest county o rhysically disabled Indians (4.4%), followed by Alameda County
(4.1%) in the San Francisco Bay Area. The rest of the cases are almost evenly distributed
among the rest of the counties in the state.

A proportion of the mentally ill and disabled Indian population in California reside
in mental institutions, homes for the aged, or other institutions. The 1980 U.S. Census
reports that .14% of the Indian population reside in mental hospitals and .24% are reported
t0 be residing in other types of institutions (the specific type not identified). Compared to
the total state population, these figures are somewhat high. Only .09% and .15 of the total
state’s population reside in mental institutions and other institutions respectively.
"However, a greater percent of the state's total-population live in a home for the aged: .56%
compared to .19% for the Indian population. The low percentage reported for the Indian
populatio: may be due to the traditional Indian familv unit. Whereas nuclear family units
are the norm for many non-Indian families, Indian f:  ‘ies are traditionally made up of
extended family members. Thus we may expect to see less elderly Indians being
institutionalized in homes for the aged.

Disabling Conditions. Drita on health conditions which may have a high probability
of being or progressing to a disabling condition were obtained from two sources:
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rural/urban Indian health care j rograms and the State of California Children Services.

Three Indian health care programs provided data on Indian utilization by select ICD9

diagnostic categories. Data from these Indian programs reflect the major health problems

for disabling conditions presented by California’s Indian population at these outpatient

facilities. Not all health conditions are reported, nor are all clients reported. The analysis

g?sly bgl:{l?nsidcred those Indian clients presenting with a condition likely to resultin a
ability.

From the various clinics, (rural, urban, an”* .atreach) and Indian Alcoholism
Programs in California, several health centers wete approached and requested to participate
in this study. Those who responded had access to existing clinical data via newly installed
computer systems, or were otherwise able to coordinate staff efforts to provide necessary
data. Because very fev.of these programs were able to provide data on Indian utilization
by diagnosis, only those centers contacted c1d responding to our request for data by select
ICD9 codes were included in the analysis (Appendix C-4 Table 4).

‘Hypertension, the major condition seen at these centers, is a disease which can
result in a disabling condition, such as stroke or cardio-vascular disease, depending on the
severity and the length of time an individual has the disease. Of the individuals presenting
with hypertension, most-were female. The male to female ratio was 0.8, indicating that
more females presented with this disorder.

The second most frequent disorder seen at these clinic was diabetes mellitus. The
male to female ratio was 0.6. Diabetes mellitus is a chronic condition which untreated may
lead to coma and death. Secondary complications include severely disabling conditions
such as blindness, amputations, vascular disease, stroke, and heart attacks. More than
50% of all amputations performed in the United States are due to the effects of diabetes.

Together, hypertensive disorders and diabetes mellitus accounted for almost 50% of
the patient population seen at this clinic. No other condition was reported as frequently
among Indian clients as these two jointly.

Another area of concemn is that of mental disorders, reported in significant numbers
at the Trinidad Indian Center (24% of all disability disorders), more than twice that seen at
other Indian centers investigated. The decline of jobs for Indians due to the failing timber
industry, isolation, and high seasonal rainfall may be contributing factors to this problems.
Additionally, mental disorders is noted to be of significant concern among Indian groups
across the nation, further supporting the assertion that California’s Indian health problems
are reflective of Indians nationwide.

Individually, the Indian centers differed slightly in the major disabling conditions
seen at their centers. The first center investigated, the Shasta-Trinity Indiaa Health Center,
is located-in Anderson, California and has a IHS service population of 2,825. The center is
a comprehensive health provider (medical/dental/outreach) serving Indians from the
northern section of the state in several counties.

The major disorder reported-at this center was hypertension disease, seen among
27.8% of the Indian patients. Propurtionally, this is the largest percentage for outpatient
visits for this condition of the four clinics analyz~1. The second most frequent disorder
seen was diabetes mellitus. More than 22% of the Indian patients seen during the reported
time frame came for diabetes care. The m: ‘e to female ratio was 0.6.

The third reason for outpatient care at the Shasta-Trinity was reported to be for
other musculoskeletal conditions. This condition was seen in 12.9% of clients. Other
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reported conditions seen include the following: neuroses (7.4%); all other respiratory
conditions (5.6%); other bone and joint disorders (5.6%); alcoholism (3.7%); chronic
bronchitis (3.7%); osteoarthritis (3.7%); epilepsy and convulsions (1.6%); malignant
neoplasm (0.9%); other diseases of the nervous system (0.9%); chronic rheumatic fever
(0.9%); cerebrovascular disorders (0.9%); rheumatoid arthritis (09.%); and disorders of
the spine (0.9%).

The Trinidad clinic is located in the northern-most section of the state and has a
service population of approximately 1,000. Indians from the counties of Humboldt, Del
Norte and Trindad receive comprehensive health services from this clinic. Appendix
C-4 Table 4 indicates that the most frequent cause of visits among the disabling conditions
category was for hypertension. This disorder accounts for over 31% of the visits, higher
than that reported by the other three centers. The second major reason was reported to be
for mental disorders. This category accounted for 24% of the visits, more than twice those
reported by the other centers. This may be attributed to the loss of jobs in the forest
industry in the Pacific Northwest. The third cause of outpatient visits in this analysis was
due to bronchitis, which is reasonably explained by the environment:, characterized as
having tsevere seasonal rainfall,

The Iast clinic analyzed, the San Diego Amr=rican Health Center, is located in the
southern-most part of the state. As a rural clinic, utilization of services at the San Diego
center reflects those needs of an urban population. Such problems as drug abuse,
disorders of the spine, and a high incidence of alcohol abuse were evident.

The primary reason for outpatient visits by Indian client was for hypertension
(25.8%). As stated earlier, this is not significantly different from the percents reported by
the other centers. The second leading reason for outpatient visits was for arthritis (15.1%).
No other health center reported this condition, other than Trinidad which reported that
2.7% of their clientele were seen for this condition. And the third largest utilization
category reported was for alcohol abuse/dependency (14.6%). This is an extremely high
reporting category, especially in comparison with the other centers. Again, as a large urban
center, having a unique clientele reflective of the needs of a particuiar group, the location of
this‘Indian center may account for this observation.

An analysis of the data presented by the four Indian centers thus far reflect a trend
towards the increase of certain chronic conditions among Indian patients. Hypertension
and diabetes mellitus (Type II) were seen among the vast majority (approximately 50%) of
all Indian clients. Secondary complications of both disorders have a high probability of
resulting in disabling conditions. Thus these conditions are of significant concern. These
conditions may indicate a more serious disability problem among the Indian population not
yet identified.

Mental disorders and alcoholism, although reported in differing order of frequency
at the centers, was seen to be significant at two of the four centers. The San Diego center
reported a significantly higher case load of client utilization due to alcohol compared to all
other centers; and the Trinidad center reported an overwhelmingly high percent of mental
disorders as primary diagnosis s:itheir health center. This indicates a continuing concern
for these problems.

The lack of data on the prevalence of specific disabilities among California's
Indians preclude concrete statements regarding the extent and type of disability in this
population. However, these data presented above do indicate that Indians seen at these
Indian Health Centers present with much the same health problems as Indians nation-wide.

37244




The last data source to be analyzed was the State of California Children Services.
Health and welfare services ar= provided to children in need of care in California. This
department reported serving 0.8% of the total population in California under the age of 18
years in fiscal year 1982-83. Further, it reported serving 0.2% of the total Indian
population, Appendix C-4 Table S indicates that the major condition seen among Indian
children receiving services is congenital anomalies (20.3%). The second most frequent
condition seen was disorders of the nervous system and sense organs (16.2%), and the
third was reported to be certain perinatal conditions (13.2%).

Eighty-two out of 674, or 13% were from Los Angeles. The second highest
county of reported cases came from Humboldt County with 67 cases or 10.7% of the total
Indian cases. Although previous discussions explained the high incidences of disabilities
among Indiaiis in Los Angeles County (i.e. largest Indian population and a major urban
area providing special services), the explanation for Humboldt County having the second
highest reported cases served by Children Services is not yet determined. Humboldt
County is a rural northern county near the Hoopa Reservation. Further examination of this
finding is needed.

Resuits

It is quite difficult to make concrete statements about these data because they are so
incomplete. What was obtained, however, indicates that the disabled Indian population
cither does not use existing support services, or finds it necessary to move to the city to
obtain better access to them. Indians are severely underrepresented in the clientele of the
disability service programs operated via the State of California. Regardless, existing data
point to the fact that the disabled Indian mirrors the total disabled population in California in
terms of category of disability and reported characteristic of this specific population. There
are, however, indications that the Indian in California may suffer from mental and
emotional problems in greater magnitude that the state's general population. Census data
on institutional confinement report greater confinement of Indians in mental and other
institutions than the state as a whole. Additionally, heaith problems such as alcoholism
consituted a major category for service needs by the State Rehabilitation Program and by
San Diego American Indian Health Center.

The Indian in California does not seem to be significantly different from the total
Indian disabled population in the U. S. in terms of health problems. The concern is
directed at ths lack of accurate data on the prevalence by type of disabliliiy among this
gxioup. Given such data, access and utilization of services can then he more adequately
scusse

_ Further research is needed in California on the prevalence and types of disabilities
among the Indian population . The current lack of data on health conditions and overall
status of the Indian population will soon be resolved with the development of a
computerized database system being implemented at the various Indian health care
programs. It is estimated that data on health conditions and utilization of services will be
more easily accessed in the futurc.

Data, however, on disabilities among California’s Indians may remain inaccessible
without further research. A well designed survey is needed to identify the disabled Indian
in California, in order for services and appropriate intevention strategies to be designed znd
implemented.

Although there exists limited data pertaining to the disabled Indian in California,
indications from secondary sources clearly point to health problems associated with
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disabling conditions. Indian health care program: zeport high utilization of their services
for conditions which have a high probability of leading to a disabling condit:on. Two
conditions,hypeitension and diabet 3, are also reported high among the total population of
Indians in the United States. Alcoholism and mental conditions was also noted to be a
condition requiring rehabilition services.

The disabled Indian is severely underrepresented in State programs designed for the
habilitation and rehabilitation of individuals with a handicapping condition. However, they
reflect the same problems, proportionally, as seen among the general population in
California. The Ieading causes of death among the Indian population is similar to those, in
order of cause, of Indians nation-wide. Additionally, problems such as alcoholism and
mental illness are identified as leading causes of outpatient care which are also reported as
serious problems by the Indian Health Service for Indians in other states. From these
findings, w. conclude that the health and disabling conditions of.Califormux's Indians ‘re
not significally different from other Indians across the nation. What is needed, however, is
further research to document the prevalence of disabling conditions by type in order to meet
the neeris of this population.
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Appendix C-4 Table 1

Distribution of Indian .and Total State Clients Reporting Developmental
Disabilities in California by Select Categories, 1986

- Category Indian Percent Total CA Percent
‘Mental Retardation 48.0 32.6
Epilepsy 18.3 15.8
Cerebal Palsy 12.0 11.8
Cerebal Palsy and Autism 12.0 10.2
Autism 2.1 3.7
Cercbal Palsy/Epilepsy/Autism 1.8 24
Not Reported/other/unknown 5.8 3.5

TOTAL 100.0 100.0

SOURCE: White, J:, Chief, Data-Based Planning Section, California
State Department of Developmental Services, 1987

Appendix C-4 Table 2

Distribution of Disabled Indian S’ate Rehabilitation Clients
by Select Condition, 1986

Physical Disability Frequency Percent
Physical 268 424
Alcohlism 178 28.2
Drug Addiction 55 8.7
Psycho/neurosis 48 7.6
Mental Retardation 22 3.4
Other Visual 17 2.7
Blind 12 1.9
Deaf 12 1.9
Other Hearing 10 1.6
Other Mental 10 1.6
TOTAL 632 100

SOURCE: California State Department of Rehabilitation, 1987.
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Appendix C-4 Table 3

Distribution of Disabled Indian State Rehabilitation Clients
by Age, 1985-86

Cumulative Cumulative
Age Frequency Percent Frequency Percent
20 and under 74 11.7 74 11.7
21-30 190 30.0 264 41.7
. 31-40 198 31.3 462 73.0
41-50 123 i94 585 924
51 and over 48 7.6 632 100.0

SOURCE: California State Department of Rehabilitation, 1987




Appendix C-4 Table 4

Distribution of Clients by Select Disabling Condition for Shasta-Trinity,
Trinidad, Sacramento, and the Trinidad Indian Health Center, 1986

Note: Totals do not include small numbers in categories not shown

SOURCE: California Rural Indian Health Board/California Urban

Indian Health Center, 1987.

Shasta-* Sacramento*
Disorder Trinity Trinidad** Urban San Diego*
Percent Percent Percent Percent
Hypertension 27.8 31.1 259 25.8
Diabetes 222 5.6 20.4 9.1
Other msclskitl 129 N/A 7.4 N/A
Bronchitis 3.7 11.8 1.0 2.0
Mental Dis/Neuroses 7.4 24.0 9.2 8.1
Other Bone/Joint 5.6 9.7 1.9 N/A
Rheumatoid Arthritis 0.9 N/A 3.7 N/A
Alcoholism 3.7 N/A 1.9 14.6
Epilepsy/Convulsions 1.6 N/A N/A 1.5
Malignant Neoplasms 0.9 0.5 N/A N/A
Dx of Nervous Sys 0.9 N/A 1.9 N/A
Rheumatic Fever 0.9 N/A N/A 0.5
Cerebrovascular 0.9 0.2 N/A N/A
All other respiratory 5.6 N/A 5.5 N/A
Osteoarthritis 3.7 N/A 1.9 N/A
Disorders of Spine 0.9 N/A 5.5 1.5
"Drug Abuse N/A - N/A 5.5 9.1
Down Syndrome N/A N/A N/A 1.0
Diabetic Rtnopthy N/A 0.5 N/A N/A
Chronic Airway Obs. N/A 0.7 N/A N/A
Low Back Pain N/A 49 N/A N/A
Nephritis N/A 1.6 N/A N/A
Arthritis N/A 2.7 N/A~ 152
Asthma N/A 6.7 N/A N/A
Deformities of Hip N/A 0.5 N/A N/A
Hepatitis N/A 2.0 N/A N/A
Hearing Loss N/A 2.5 N/A N/A
Cardiovascular N/A 6.6 N/A N/A
Total 99.6 91.7 88.4 111
*Reflects 2 months of data
**Reflects 12 months of data
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Appendix C-4 Table 5

Distribution »f Indian Clients Receiving Services by Disabling Condition,
Childrens Services, 1985

Condition Frequency Percent .

Congenital anomalies 154 20.3
Nervous system and sense organs 123 16.2
Certain perinatal conditions 100 13.2
"A" codes 91 2.0
Injury and poisoning 75 9.9
Digestive system 60 7.9
Musculoskel. and connective tissue 48 6.3
All other diagnoses 33 44
Endocr, m(llni,.metabol, immun 15 2.2
Benign and unspec neoplasms 12 1.

‘Circulatory system 11 L5
Genitourinary system 9 1.2
Malignant neoplasms 8 1.0
Blood and blood organs 5 0.7
"V" codes. 5 0.7
Infective and Parasitic 3 0.4
Respiratory system 3 0.4
Skin and subcutaneous tissue 2 0.3
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Total 757

SOURCE: California State Childrens Services, 1987.




Appendix C-5

Navajo Indian Health Service
Pediatric Handicap Register, 1987

Rank Total Number Male/Female
Order Condition on Register Ratio
1 Developmental delay 554 23
2 Seizure disorder 276 1.3
3 Language/speech 189 1.5
4 Meningitis 180 14
5 Prematurity 178 1.7
6 Cerbral palsy 171 1.2
7 Mental retardation 137 1.3
8 FAS/FAE 135 1.3
9 Spastic quadraplegia 104 14
10 Failure to thrive 71 24
11 Spastic hemiplegia 69 1.3
12 Conizenital dislocated hip 67 04
13 Hjypotonicity 66 1.9
14 Ccngeaital anomalies 59 1.8
15 Down's Syndrome 53 1.8
16 Dysmorphic 50 1.5
17 Hearing loss/impaired 45 0.9
18 Hydrocep! .aly 45 1.0
19 Cleft lip/palate 44 1.3
20 Microcephaly 41 1.6
21 Congenital heart disease 28 1.2
22 Blindness/visual impairment 27 0.9
23 Psychiatric/behavioral problems 26 0.9
24 Misc. neuromuscular disorders - 13 0.4
25 Trauma/accidents 4 1.0
26 Pulmonary disorders 4 3.0

Source: Navajo Area Indian Health Service, 1987




Appendix C-6

Billings Area Indian Health Service
Fediatric Handicap Register, 1587

1987

Rank Total Number Male/Female
Order Condition on Register Ratio
1 Seizure disorders 109 1.5
2  Pulmonary disorders 78 0.8
3 Developmental delay 70 13
4  Language & speech delay 67 1.6
5  Frematurity 47 0.8
& FAS/FAE- 46 0.6
7  Cleftlip/palate 43 2.3
f  Congenital anomalizs 39 0.9
9  Orthopedic disorders 33 0.7
10 Mental retardation 32 1.0
11  Deaf or hearing loss 29 14
12 Psychiatric problems 18 1.5
13 Congenital heart dis. 18 1.0
.14 Visual Impairment 17 0.8
15  Cerebral palsy 17 0.8
16  Endocrine disorders 13 1.6
17  Meningitis/encephalitis 12 1.0
18  Misc. neuromusc. dis. 11 0.8
19  Hydrocephalus 7 6.0
20  Trauma/accidents 6 1.0
21  Down Syndrome 6 1.0
22 Meningomyelocele 3 2.0
23 Cancer/tumors (mal.) 3 2.0

SOURCE: Billings Arez Indian Health Service, 1987
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Alaska Native Health Service
Pediatric Handicap Register

Appendix C.7

1987
Rank Total Number Male/Female
Order Condition Register Ratio
1  Premamrity 293 1.3
2 Seizure disorder 28T7. 1.5
3 Congenital heart dis. 256 1.1
4  Mental retardation 255 1.4
5  Misc..neuromusc. dis. 246 1.2
6 Orthopedic disorders 196 1.3
7  Meningitis 187 1.2
8  Pulmonary disorders 182 2.1
9  Psychiatric problems 147 1.8
10  Cerebral palsy 142 1.3
11  Failure to thrive 111 1.8
12 Congenital anomalies 97 0.9
13 Trauma/accidents 89 1.9
14  Blindness/visual impair./ 87 1.2
eye disorder
15  Language/speech delay 66 1.4
16 . Deaf/hearing loss 57 1.0
17  Endocrine disorder 53 0.7
18  Fetal alcohol syndrome 46 1.4
19  Developmental delay 43
20  Cancér/tamors 43 1.4
21  Hydrocephalus 33 1.2
22 Down Syndrome 31 1.6
23 Cleft palate/cleft lip 30 1.0
24 Eacephalitis 12 1.0
25  Meningomyelocele 8 1.7

SOURCE: Alaska Native Medical Center, Pediatric Department, 1987




Appendix C-8

Southwest Alaska Native Children Frequency and Rate
per 1,000 population by Health Problem, 1987

Condition ' Number Rate/1000 pop.
Heart Probléms 72 136.0
Bronchiectasis 18 34.0
Mental Retardation 16 30.0
‘Speech Impairments 4 1.5
Deafness’ 3 5.7
‘Hip Dysplasia 2 38
Blindness 2 3.8
‘Organic Brdin Syndromes 2 3.8
Other 5 -

Source: Centers for Disease Control, 1987.
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APPENDIX D-1

Unemployment Rates of American Indians Compared to the
Total U.S. Civilian Labor Force by State
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REGION I

Maine

The 1980 Census showed that there were approximately 1,124,660 persons living in
Maine which ranks at 38th in size in the nation. There were 4,087 American Indians living
in-Maine which ranks 43rd'in the nation. There were approximately 2,951 American
Indians living on and adjacent to réservations in Maine (BIA, 1987) of which 728
i individuals 16 years and older were employed. There were 454 persons unemployed
: resulting in an unemployment rate of 38%, three percentage points lower than the average
unemployment rate for American Indians in the 28 targeted states and nearly 33% higher
than the unemployment rates in Maine for civilian workers in 1986. Unemployment rates
£ based upon 1980 U.S. Census figures for Maine were 28.1% for American Indians living
; . onreservations, 16.6% for all American Indians, and 7.6% for the total state population.

REGION I

.
.

I

b

There were 17,557,288 residents in New York in 1980 which is a rank of two in size
among the among the 50 states. There were 38,732 American Indians living in New York
which is a rank of 11th for the nation. In 1986, there were 12,314 American Indians living
on and adjacent to reservations of which 2,501 aged 16 and over were employed. There
were 2600 persons unemployed resulting in an unemployment rate of 51%, 10 percentage
points higher than the average unemployment rate for American Indians in the 28 targeted
states and which is nearly 45%.higher than the unemployment rate for civilian workers in
New York in 1986. Unemployment rates for New York based upon 1980 U.S. Census
figures were 30.6% for American Indians living on reservations, 15,7% for all Indians,
and 7.1% for * ~total statc population. Three of nine reservations were not included in the
;fihgures foE An.crican Indians living on reservations because of small numbers identified by

e U.S. Census.

REGION 1V
Florida

The 1980 Census showed that there were approximately 9,739,992 persons living in
Florida which results in a national rank of 7th. There were 19,316 American Indians in
Florida which ranks the state 17th. There were 2,025 Indians living on and adjacent to
reservations in Florida (BIA, 1987) of which 671 persons 16 years and older were
employed. There were 245 individuals unemployed resulting in an unemployment rate of
27%. This figure is 14% lower than the 28 state average for American Indians and 4%
lower than the Region IV average unemployment rate. There was a 21% difference
between unemployed American Indians and unemployed civilian workers in Florida during
1986. Unemployment rates for Florida based upon 1980 U.S. Census figures were 17.9%
for American Indians living on reservations, 10.3% for all Indians, and 5.1% for the total
state population.

Mississioni

Mississippi ranked 31st in size in the nation with 2,520,638 residents in 1980. The
state ranked 38th in the nation with an American Indian population of 6,180. In 1986,




there were 4,832 Indians living on or adjacent to reservations and 1,893 persons 16 and
over were employed. There were 670 individuals unemployed resulting in a 26%
unemployment rate. This rate is 15% lower than the unemployment rate for American
Indians in the 28 targeted states, 5% lower than the rate for Region IV, and 14% higher
than the civilian unemployment rate for Mississippi in 1985; Unemployment rates for
Mississippi based upon 1980 U.S. Cenus figures were 18.1% for American Indians living
on reservations, 10.7% for all Indians in the state, and 7.1% for the total state population.

‘North Carolina

There were 5,874,429 persons living in North Carolina in 1980 which ranks the state
10th in size in the nation. North Carolina ranked 5th in the number of American Indians
with 64,635. In 1986, there were 6,110 American Indians living on and adjacent to
reservations of which"1,085 persons 16 and over were employed. There were 710
unemployed persons resulting in a 40% unemployment rate. This rate is the highest for the
targeted states in Region IV, close to the average unemployment rate for American Indians
in the 28 targeted states and 33% higher than the total civilian unemployment in North
Caroiina for 1986. Unemployment rates for North Carolina based upon 1980 U.S. Census
figures were 21.1% for Indians living on reservations, 9.5% for all Indians in the state and
5.1% for the total population.

REGION V
Michigan

In 1980, Michigan ranked 8th in size in the United States with 9,258,344 residents. j
Michigan ranked 10th among the states with an American Indian population of 40,038. In '
1986, over one fourth of the American Indians living in Michigan lived on and adjacent to '
reservations (10,155). Of those, 2,066 were employed and 2,407 were unemployed
resulting in an unemployment rate of 54%. This rate is second highest for the targeted
si..ies in Region V, 13% higher than the unemployment rate for American Indians in the 28
targeted states and six times nigher than the unemployment ate for the total civilian labor
force in Michigan for 1986. The 1980 U.S. Census showed unemployment at 32.4% for
Indians on reservations in Michigan, 21.5% for all Indians in the state and 11% for the total
state population. Three of seven reservations were not included in the unemployment

|

figures for Indians on reservations because of small numbers identified in the U.S.
Censvs.

Minpesota

Minnesota had 4,077,14% residents in 1980 which represented a rank of 21st in size
for the nation. There were 35,026 American Indians living in Minnesota ranking the state
13th in the nation. Over half (18,288) of the Indians lived on and adjacent to reservations
in 1986. Of these persons, 2,608 were employed and 3,993 were unemployed resulting in
a unemployment rate of 60%. Minnesota had the highest unemployment rate in the targeted
states in Region V, and was 19% above the rate for American Indians in the targeted 28
states. The unemployment rate for American Indians on or near reservations was 10 times
higher than the rate for the total civilian workers in Minnesota during 1986. The 1980
U.S. Census estimates of unemployment for Indians living on reservations in the state was
33.9%, for all Indians Minnesota it was 20.5% and the total population unemployment was

5.4%. Two of 12 reservations were not included in the unemployment figures for Indians
on reservations because of small numbers identified in the U.S. Census.
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Wisconsi

Wisconsin had 4,705,335 residents in 1980 ranking the state at 16th in the nation.
The state is ranked 14th in the nation in relation to total American Indian residents with
29,497. Over two thirds (20,502) of the Indian population lived on and adjacent to
ruservations in 1986. Of those persons, 4,531 were employed and 2,840 were
unemployed resulting in an unemployment rate of 39%. This rate is the lowest of the
targeted states in Region V and 2% lower than the average unemployment rate for American
Indians in the 28 targeted states. The rate is over 5 times the unemployment vate for the
total civilian workers in Wisconsin during 1986. The unemployment rates for Wisconsin,
based upon the 1980 U.S. Census were 37:5% of Indians living on reservations, 16.1%
for all Indiansin the state, and 6.6% for the total state population.

REGION VI
Louisi

Louisana ranks 19th in size among the states with a population of 4,203,972
residents. Of this number, 12064 were American Indian and ranks the state 25 nationally

‘in this respect. Louisiana had an unemployment rate of 13% for the total poplulation and a

rate of 41% for the Indian Poplulation. This rate for American Indians is 3 times higher
than for the total state rate and ranks as the highest of any state within Region V1. The
targeted states in Region VI as a whole have an unemployment rate of 29%. The 1980
U.S. Census estimates of unemployment were 11.1% for Indians living on reservations,
9.1% for all Indians in the state and 6.0% for the total population. One of two reservations
was not incluc'ed in the unemployment figures for Indians on reservations because of the
small numbers identified in the U.S. Census.

New Mexico

New Mexico had a total population of 1,299,968, which ranks the state 37th
nationally. It also has an American Indian population of 104,777 which ranks 4th
nationally in total American Indian population. New Mexico's American Indian population
also represents 8% of the total state population. New Mexico residents as a whole had an
unemployment rate of 9.2% while the American Indian population experienced a rate of
28%. This rate is 3 times higher than the total state rate. The unemployment rates for New
Mexico based upon the 1980 U.S. Census were 21.5% for Indians living on reservations,
14.6% for all Indians in the state and 7.1% for the total state population. One of 26
reservations is not included in the unemployment figures for Indians on reservation because
of the small numbers identifiec in the U.S. Census.

Oklahoma

A total of 3,025,266 residents lived in Oklahoma in 1980, compared to 169,464
Americans Indians in the State. Oklahoma ranked 26th in size among all states for total
population and 2nd in Indian Population. Oklahoma had an unemployment rate of 8.2%
for the total populaticn and a rate of 20% for the American Indian population. This rate for
American Indians is more than two times higher than for the state rate. Oklahoma has the
lowest Indian unemployment rate of those states in Region VI. The unemployment rates
for.Oklahoma based upon the 1980 U.S. Census were 21.3% for Indians living in tribal
historic areas, 8.4% all Indians within the state and 4.1% for the total state population.
Two of 29 historic areas were not included in the unemployment figures for Indians living
in historic areas because of the sinall numbers identified in the U.S. Census.
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Texas

Texas had a total population of 14,228,383 citizens and a American Indian population
of 40,074 in 1980. The total population of Texas ranked 3rd nationally and the American
Indian population ranked 9th in this respect. Texas total population experienced an
unemployment rate of 8,9% while the American Indian population experienced a rate of
26%. This rate for American Indians is almost three times higher than the total
unemployment rate for the state. ‘The Texas total uriemployment rate ranked 3rd for those
states in-Region V1. The American Indian unemployment rate also ranks 3rd for Indians in

- this Region. The 1980 U.S. Census estimates of unemployment were 20.2% for Indians

living on reservations, 5.8% for all Indians in the state, and 4% for the total state
population.

REGION VII
Iowa

Iowa ranks 27th in size nationally with 2,915 287 residents in 1980. Of these persons,
5453 were American Indian. This figure ranks Iowa 40th of all states nationally for
American Indian population. American Indians in Iowa have an unemployment rate of
59% while the total population experienced a rate of 7%. Iowa ranks 1st along with
Nebraska for those targeted states in Region VII for the highest American Indian
unemployment rate. This rate is 18% higher than the unemployment rate for American
Indians in the 28 targeted states and is eight times higher than the unemployment rate for all
JTowa residents. Region VII has a total Indian unemployment rate of 44%, this figure is 3%
higher than the rate for all 28 targeted states. The unemployment rates for Iowa based upon
the 1980 U.S. Census was 28.2% for Indians living on reservations, 15.4% for all Indians
in the state and 5% for the total population.

Kansas

According to the 1980 Census, there was a total ot 2,363,208 people living in
Kansas in 1980. This figure ranks Kansas 32nd nationally for total population. The
American Indian population of Kansas was 15,371, which ranks the state 21st. American
Indians experienced an unemployment rate of 13% and the total population had a rate of
5.6%. The rate for Indian unemployment of Kansas is twenty-cight percent lower than the
rate for the 28 targeted states. Kansas has the lowest Indian unemployment rate of any
state within this Region. 1980 U.S. Census uriemployment estimates for Kansas were
36% for Indians living on reservations, 10.4% for the total state Indian population, and 4%
for the total population.

Nebraska

Nebraska ranks 35th in size nationally with a total population of 1,570,006. The
American Indian population of the state had been estimated at 9197, according to the 1980

'U.S. Census. This number ranks Nebraska 30th nationally in total American Indian

population. The total population of Nebraska had an unemployment rate of 5.1% while the
American Indian population experienced a rate of 59%. This rate for American Indian
residents ranks 1st along with Iowa for any state in Region VII. ‘The unemployment rate
for American Indians in Nebraska is more than eleven times higher than for the total state
population. The American Indian rate is also 18% higher than the rate for all 28 targeted
states. The 1980 U.S. Census showed unemployment rates for: Indians living on
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rese-vations at 31.4%, 17.8% for the total state Indian population and 3.7% for the total
population.

REGION VIO

Colorado

Colorado ranks 28th in size among the 50 states with a total population of 2,888,834
residents in 1980. Colorado also ranks 19th nationally in regards to the American Indian
population with 18,059 Indian residents.. The total population of Colorado had an
unemployment rate of 7.1% while the total American Indian population had a rate of 27%.
This rate for Indian residents is almost four times higher than for the rate of the population
as a whole. Colorado's Indian rate ranked fourth for all states in Region VI for Indian
uncmployment. The Indian unemployment rate is also 16% lower than the rate for the
Region as a whole. The unemployment rates for Colorado based upon the 1980 U.S.
Census were 24.3% for Indians living on reservations, 10.7% for all Indians in the state,
and 5% for the total state population.

Montana

Montana ranks 44th nationally in size with a total resident population of 786,690 as
of 1980. Montana's American Indian population was 37,270 in 1980 which ranks the
state 12th nationally in total Indian population. American Indians in Montana experienced
an unemployment rate of 45% in 1986, while the total population had an unemployment
rate of 7.9%. Indian unemployment in Montana is more than five times the rate for the
non-Indian population. The rate for Montana's Indians is 4% higher than the rate for the
All Indians in the targeted 28 states and ranks the state fourth among those states in Region
VIII The 1980 U.S. Census estimates of unemployment for Indians living on reservations
was 37.3%, 20.3% for all Indians in the state and 8.3% for the total population.

North Dakota

North Dakota ranks 46th in size nationally with a total resident population of 652,695
as of 1980. Of these persons, 20,157 are American Indians. This number ranks North
Dakota 16th nationally for Indian populations. All North Dakota residents experienced an
unemployment rate of 6.4%, while the American Indian population experienced-a rate of
51%. The American Indian unemployment rate of North Dakota ranks 3rd of all states in
Region VIII and is 10% higher than the rate for all 28 targeted states. The unemployment
rates for North Dakota based upon the 1980 U.S. Census were 36.7% for Indians livir ;
on reservatior: 3, 19.2% for all Indians within the state, and 5.3% for the total population.

South Dakota

South Dakota ranks 45th in size nationally with a total population of 690,178 as of
1980. South Dakota also has an American Indian population of 45,101 and ranks 8th
nationally. American Indians living in South Dakota had an vaemployment rate of 61% in
1986 while the unemployment rate for the total South Dakota population was 4.6%. 1he
rate for American Indians is more than 13 times the rate for the total pcpuli..... of South
Dakota. South Dakotas Indian unemployment rate ranks first of any state in Region VIIL
The rate, for the total South Dakota population is the lowest of any state in the targeted 28
and the rate for Americz: Indians is the highest of any state in the targsted 28. The
unemployment raics for South Dakota based upon the 1980 U.S. Census were 36.6% for
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Indians living on reservation:, 20.3% for al! Indians in the state and 4.9% for the total state
population.

Utah

Utah had a total resident population of 1,461,037 in 1980, which ranked it 36th
nationally. The American Indian population of Utah is 19,256, which ranks the state 18th.
The total resident unemployment was 5.7% while the American Indian rate was 22%. The
American Indian rate is almost four times higher than the total resident rate for the state.
The rate for American Indians in Utah also ranks the state sixth in Region VIII and is 21%
lower than the total regional rate. The Utah American Indian unemploymen rate is 19%
lower than-the rate for all the 28 targétea states. The 1980 U.S. Census estimates of
unemployment for Indians living on reservations was 38.4%, 12.8% for the total Indian
population, and 5.5% for the total state population. One of four reservations were not
included in the unemployment figures for Indians on reservations because of the small
numbers identified in the U.S. Census.

Wyoming

Wyoming ranks S0th of all the states nationally in total population with 470,816
residents in 1980. The American Indian population is 7,125 and ranks tha state 37th in
total Indian population: American Indians in Wyoming experienced an.unemployment rate
of 53% while the total resident population had a rate of 9.3% in 1986. The rate for
Wyoming's Indian population is more thaa five times the rate for the total resident
population of the state. The Indian rate ranks 2nd in the Region behind South Dakota and
is 10% higher than all states in the region. The Wyoming Indian rate is also more than
seven:times higher than the total population rate for all the states in Region VIL. The

unemployment rates for Wyoming based upon the 1980 U.S. Census were 30.2%: for
Indians cn reservations, 8.2% for all Indians in the state, and 4.1% for the total population.

REGION IX
Arizona

The total population of Arizona in 1980 was 2,717,865 which ranked the state 29th
nationally. Arizona's American Indian population was 152,857 in 1980 and ranked the
state 3rd nationally.. The total resident population of Arizona had a unemployment rate of
6.8% while the-American Indian population had a rate of 45%. The American Indian rate
was more than six times higher than the total population rate and is ranked 2nd of the
targeted states in Region IX. The Indian rate is also 1% higher than the total 28 targeted
state rate. The Indian rate of Arizona is 3% higher than the average rate for all Indians in
Region IX, which was 42%. The unemployment rates for Arizona based upon the 1980
U.S. Census were 27.5% for Indians living on reservations, 14.4% for all Indians in the
state, and 6.2% for the total population. Three of 22 resers itions were not included in the
unemployment figures for Indians living on reservations because of the small numbers
represented in the U.S. Census.

alifornia
California ranks 1st nationally in size with 23,668,562 total residents as uf 1980.
The American Indian population of California also ranks ist nationally with 201,311

American Indians with the majority of these residing in urban areas of the state. Americ:.a
Indians in California had a unemployment rate of 47% while the total population had a rate
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of 6.7%. The American Indian rate is seven times higher than the total population rate.

The unemployment for American Indians in California ranks 1st of ail targeted states in
Region IX and is 6% higher than the rate for all 28 targeted states. The unemployment
rates for California based upon the 1980 U.S. Census were 34.2+% for Indians living on
reservations, 11.8% for all Indians in the state and 6.5% for the total pzpulation. Thirty-
six of the 76 reservations and rancherias were not included in the unemployment. figures ror
Indians on reservations because of the small numbers represented in the Census.

Nevada

Nevada ranks 42nd in size with 799,184 residents as of 1980. The American Indian
population of Nevada is 13,304 and ranks the state 22nd nationally. American Indians in
Nevada experienced an unemployment rate of 35%, while the total popualtion had a rate of
6.2%. The rate for American Indians is more than five times higher than the total
population rate and is 7% lower than the region IX rate for Indians and 6% lower than the
total rate for Indians in all 28 targeted states. The 1980 U.S. Census estimates of
uriemployment for American Indians living on reservations was 27.5%, 10.7% for all
Indians in the state and 5.9% for the total population. Two of 19 reservations were not
included in the unemployment figures for Indians living on reservations because of the
small numbers represented in the Census.

REGION X
Alaska

Alaska ranks 51st in size among all the states with a population of 400,481. The
American Indian population is 64,047 as of 1980 for the state. The An erican Indians
experienced an vnempioyment rate of was 50% and this is more tha: four times the rate of
the total population of Alaska which is 10.9%. The American Indiar rate ranks 2nd among
all targeted states in Region X and is 7% higher than the total rate for all the states in the
region. The unemployment rates for American Indians in Alaska based upon the 1980
U.S. Census were 26.2% for Alaskan Natives living on reservations, 20.3% for all
Indians within the state and 9.7% for the total population. Native villages and corporations
were not included in the unemployment rates for Indians on reservations because of small
numt:rs represented in the U.S. Census.

Idaho

Idaho ranks 41st ir. vize with 943,935 total residents as of 1980. The American
Indian population of Idahc is 10,521 and ranks the state 26th nationally. The total
unemployment rate of Idaho was 8.4% while the American Indien rate was 44%. The
American Indian rate was more than five times the rate of the total population of the state.
The American Indias, rate also ranked 3rd of all states in Region X. The 1980 U.S. Census
unemployment estimates were 33.6% tor Indians living on reservations, 17.8% for all
Indians in the state and 8% for the total state population. One of four reservations was not
included in the unemployment figures for Indians living on reservations because of the
small numbers represented in the Census.

Oregon

Oregon ranks 30th nationally in terms of total population with a total of 2,632,663
residents. The American Indian population of the state is 27,309 and ranks 15th overall.
American Indians in Oregon experienced an unemployment rate of 26% , while the total
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state experienced a rate of 8.5%. The Indian rate is three times the state rate and is 17%
lower than the rate for Indians in all targeted states in Region X. Unemployment rates for
Oregon based upon the 1980 U.S. Census were 31.5% for Indians living on reservations,
17.3% for all Indians within the state and 8.3% for the total population.

Washington

Washington »anks 20th in size with.a population of 4,130,163. Of these persons,
60,771 are American Indians and ranks the state 7th nationally. The total resident
population of Washington experienced an unemployment rate of 7.9% and the American
Indian population had a rate of 53% for 1986. The American Indian rate is more than six
times the rate for the total resident population of the state. Washington's Indian
unemployment rate ranks ist of all states in Region X and is 12% higher than the average
Indian rate of all targeted states. The 1980 U.S. Census unemployment estimates for
American Indians living on reservations was 35.7%, 16.2% for all Indians in the state, and
7.4% for the total population. Five of 25 reservations were not included in the

unemployment figures for Indians living on reservations because of the small numbers
represented in the U.S. Census.
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APPENDIX D-2

Occupational Participation of American Indian and
Civilian Labor Force (16 Years and Over)




Table 1

Occupational Participation of American Indian and Civilian
Labor Force (16 Years and Over) for Maine by Sex

Occupations by
Major Groupings

_American Indian Civilian
Civilian Labor Force Labor Force
M F M F
% % % %

Managerial & Professional
Specialty

Technical, Sales, & Administrative
Support

Service

Farming, Forestry, &
Fishing

Precision Production,
Craft, & Repair

Operators, Fabricators,
& Laborers

140 140 200 200

220 330 260 39.0
220 250 13.0 19.0

6.0 4.0 4.0 1.0

13.0 40 15.0 3.0

23.0 200 220 18.0
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Table 2

Occupational Participation of American Indian and Civilian
Labor Force (16 Years and Over) for New York by Sex

American Indian Civilian

. Occupations by Civilian Labor Force Labor Force

Major Groupings M F M F

% % % %
Managerial Professional
Specialty 16.1 17.9 25.7  23.6
Technical, Sales, & Administrative
Support 266 403 33.5 48.1
Service 18.8 228 13.9 15.9
Farming, Forestry, &
Fishing 1.8 4 1.3 S
Precision Production,
Craft, & Repair 13.1 3.9 104 1.8
Operators, Fabricators,
& Laborers 23.6 147 152 10.1
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Table 3

Occupational Participation of American Indian and Civilian

Labor Force (16 Years and Over) for Florida by Sex

American Indian Civilian

Occupations by Civilian Labor Force =~ Labor Force
Major Groupings M F M F

% T % %
Managerizl & Professional
Specialty 16.5 17.0 23.0 213
Technical, Sales, & Administrative
Support 234 40.0 320 472
Service 182 270 150 194
Farming, Forestry, &
Fishing 52 2.0 3.0 1.5
Precision Production,
Craft, & Repair 18.2 3.0 13.0 23
Opcrators, Fabricators,
& Laborers 18.5 11.0 14.0 8.3
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Occupational Participation of American Indian and Civilian

Table 4

Civilian

Labor Force (16 Years and Over) for Mississippi by Sex

American Indian Civilian

Occupations by Civilian Labor Force = Labor Force
Major Groupings M F M F

% % % %
Managerial & Professional
Specialty 14.9 16.1 19.3 19.9
Technical, Sales, & Administrative
Support 18.2 27.8 258 384
Service 20.5 26.4 12.3 19.1
Farming, Forestry, &
Fishing 5.5 S5 4.4 9
Precision Production,
Craft,:& Repair 14.1 5.3 13.9 28
Operators, Fabricators,
& Laborers 26.8 239 243 18.9
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Table §

Occupational Participation of American Indian and Civilian
Labor Force (16 Years and Over) for North Carolina by Sex

' American Indian Civilian
; Occupations by . Civilian Labor Force  Labor Force
. Major Groupings M F M F
) % % % %
Managerial & Professional
Specialty 10.2 13.6 18.9 18.7
Technical, Sales, & Administrative
Support 13.7 19.4 257  36.2
Service 11.9 16.5 113 154
Farming, Forestry, &
Fishing 6.6 2.7 3.4 1.2
Precision Production,
Craft, & Repair ‘ 18.8 3.6 13.8 3.1
Operators, Fabricators,
& Laborers 38.8 442 269 254
{ 269
:
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Table 6

Occupational Participation of American Indian and Civilian
Labor Force (16 Years an. Over) for Michigan by Sex

American Indian Civilian
Occupations by Civilian Labor Force ~ Labor Force
Major Groupings M F M F
% % % %

Managerial & Professional

Specialty 13.3 15.8 210 200
Technical, Sales, & Administrative

Support 20.8 35.6 290 46.0

Service 18.8 28.9 146 200 Z

Farming, Forestry, &
Fishing 24 4 2.0 1.0

Precision Production,
Craft, & Repair 15.4 2.6 _ 13.0 2.0

Operators, Fabricators,
& Labore: 29.3 16.7 210 11.0




Table 7

Occupational Participation sf American Indian and Civilian
Labor Force (16 Years ad Over) for Minnesota by Sex

American Indian Civilian
Occupations by : Civilian Labor Force  Labor Force
Major Groupings M F M F |
% % % % -
Managerial & Professional
Specialty 14.7 14.0 230 209
Technical, Sales, & Administrative
Support 244 36.0 30.1 447
Service 222 29.0 141 209
Farming, Forestry, &
Fishing 24 1.0 5.7 1.9
Precision Production,
Craft, & Repair . 11.4 3.0 11.2 2.2
Operators, Fabricators,
& Lavorers 249 17.0 15.6 9.4
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Table 8

Occupationa! Participatior of American Indian and Civilian
Labor Force (16 Years and Over) for Wisconsin by Sex

American Indian Civiliaa

Occupations by Civilian Labor Force  Labor Force
Major Groupings M F M F
% % % %

Managerial & Professional
Specialty 134 16.8 20.2 18.7
Technical, Sales, & Administrative
Support 19.9 333 274 423
Service 20.9 28.5 14.1 20.9
Farming, Forestry, & |
Fishing 3.6 1.2 5.5 2.8
Precision Production,
Craft, & Repair 12.6 2.3 12.0 2.2
Operators, Fabricators,
& Laborers 29.6 17.9 20.8 13.1
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Table 9

Occupational Participaticn ¢f American Indian and Civilian
Labor Force (16 Years and Gver) for Louisiana by Sex

American Indian Civilian

Occupations by . Civilian Labor Force  Labor Force

Major Groupings M F M F
% % % %

Managerial & Professicnal

Specialty 11.0 15.0 208  22.0

Technical, Sales, & Administrative

Support 194 41.0 202 479

Service 12.1 26.0 13.3 21.0

Farming, Forestry, &

Fishing 5.3 1.0 2.4 1.0

Precision *roduction,

Craft, & Repair 18.3 3.0 15.8 2.0

Operators, Fabricators,

& Laborers 339 14.0 18.5 7.0
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Table 10

Occupational Participation of American Indian and Civilian
Labor Force (1€ Years and Over) for New Mexico by Sex

American Indian Civilian
Occupations by Civilian Labor Force  Labor Force
Major Groupings M F M F
% % % %
Managerial & Professional
Specialty 16.9 19.6 242 238
Technical, Sales, & Administrative
Support 244 40.1 30.3 47.1
Service 18.6 267 135 19.3
Farming, Forestry, &
Fishing 2.5 8 3.3 9
Precision Production,
Craft,. & Repair 169 3.9 14.9 2.5
Operators, Fabricators,
& Laborers 20.7 8.9 13.8 6.4
274
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Table 11

Occupational Participation of American Indian apd Civilian
Labor Force (16 Years and Over) for Oklahoma by Sex

American Indian Civilian

Occupations by : Civilian Labor Force ~ Labor Force
Major Groupings M F M F

% % % %
Managerial & Professional
Specialty 15.6 17.4 21.1 20.3
Technical, Sales, & Administrative
Support 23.9 39.2 30.1 473
Service 16.4 25.3 12.5 19.7
Farming, Forestry, &
Fishing 3.7 1.1 38 1.2
Precision Production,
Craft, & Repair 159 2.7 15.3 2.5
Operators, Fabricators,
& Laborers 24.5 14.3 17.2 9.0
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Table 12

Occupational Pi.rticipation of American Indian and Civilian
Labor Force (17 Years and Over) for Texas by Sex

American Indian Civilian

Occupations by Civilian Labor Force ~ Labor Force
Mzjor Groupings M F M F

% % % %
Managerial & Professional
Specialty 17.2 17.9 21.7  21.1
Technical, Sales, & Administrative
Support 28.3 45.3 315  48.7
Service 134 204 11.9 18.0 o
Farming, Forestry, & )
Fishing 1.8 i 2.9 .8
Precision Production,
Craft, & Repair 18.9 3.7 15.0 2.5
Operators, Fabricators,
& Laborers 204 12.0 17.0 8.9

278




Table 13

Occupational Participation of American Indian and Civilian
Labor Force (16 Years and Over) for Iowa by Sex

American Indian Civilian
Occupations by : Civilian Labor Force ~ Labor Force
Major Groupings M F M F
% % % %

Managerial & Professional
Specialty

Technical, Sales, & Administrative
Support 20.0 36.0 267 424

Service 19.1 27.0 138 226
‘ Farming, Forestry, &
s Fishing 2.1 1.0 9.7 29
Precision Production,
Craft, & Repair 16.6 7.0 11.8 24
Operators, Fabricators,

& Laborers 26.4 15.0 18.0 9.8
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Occupational Participation of American "~dian and Civilian
Laboz Force (16 Years and Over) for Kansas by Sex

Table 14

American Indian Civilian
Occupations by Civilian Labor Force Labor Foree
Major Groupings M F M F
% % % %
Managerial & Professional
Specialty 16.2 19.0 220 21.0
Technical, Sales, & Administrative
Support 22.3 38.0 290 45.0
Service 154 210 13.0  20.0
Farming, Forestry, &
Fishing 2.3 1.0 6.0 2.0
Precision Production,
Craft, & Repair 18.1 6.0 14.0 3.0
Operators, Fabricators,
& Laborers 25.7 15.0 16.0 9.0
:
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Table 15

Occupational Participation of American Indian and Civilian
Labor Force (16 Years and Over) for Nebraska by Sex

American Indian Civilian

Occupations by . Civilian Labor Forc~  Labor Force
Major Groupings M F M. F

' % % % %
Managerial & Professional
Specialty 16.4 18.5 213 215
Technical, Sales, & Administrative
Support 19.2 29.6 275 427
Service 22.3 28.5 13.8 22.0
Farming, Forestry, & _
Fishing 4.8 2.9 10.2 2.5 ;
Precision Production, :
Craft, & Repair 11.6 34 11.6 2.4 }

Operators, Fabricacors,
& Laborers 25.7 17.1 15.6 8.9
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Table 16

Occupational Participation of American Indian and Civilian
Labor Force (16 Years and Over) for Colorado by Sex

American Indian Civilian
Occupations by Civilian Labor Force  Labor Force
Major Groupings M F M F
% % % %
Managerial & Professional
Specialty 18.3 15.0 260 240
Technical, Sales, & Administrative
Support 25.5 38.0 3200 470
Service 214 31.0 13.0 18.0
Farming, Forestry, &
Fishing 1.9 1.0 3.0 1.0
Precision Production,
Craft, & Repair 15.2 3.0 13.0 3.0
Operators, Fabricators,
& Laborers 17.9 8.0 13.0 7.0
250
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L Table 17

Occupational Participation of American Indian and Civilian
Labor Force (16 Years and Over) for Montana by Sex

American Indian Civilian
UOccupations by . Civilian Labor Force ~ Labor Force
Major Groupings M F M F
% % % %
Managerial & Professional
Specialty _ 18.2 169 226 223
Technical, Sales, & Administrative |
‘ Support 239 39.9 27.5 442
Service 23.5 322 151 248
’ Farming, Forestry, &
Fishing 6.5 7 9.3 29
Precision Production,
B Craft, & Repair 11.1 2.9 12.2 1.5
) Operators, Fabricators,
& Laborers 16.8 74 13.3 43
281 \
74




Table 18

Occupational Participation of American Indian and Civilian
Labor Force (16 Years and Over) for North Dakota by Sex

American Tndian Civilian
Occupations by Civilian Labor Force ~ Labor Force
Major Groupings M F M F
% % % %

Managerial & Professional
Specialty 17.1 18.5 203 209
Technica!, Sales, & Administrative
Suppor 21.2 34.3 259 427
Service 26.3 33.5 152 27.0
Farming, Forestry, &
Fishing 5.1 8 14.8 33
Precision Production,

- Craft, & Repair 13.5 3.1 11.9 1.6
Operators, Fabricators,
& Laborers 16.8 9.8 11.9 4.5
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Table 19

Occupational Participation of American Indian and Civilian
Labor Force (16 Years and Over) for South Dakota by Sex

Ainerican Indian Civilian
Occupations by : Civilian Labor Force =~ Labor Force
Major Groupings M F M F
% % % %
Managerial & Professional
Specialty 18.6 19.8 19.8  20.8
Technical, Sales, & Administrative
Support 24.8 317 25.1 39.6
Service 264 328 148 254
Farming, Forestry, & :
Fishing 7.7 1.3 15.9 4.4
Precision Production,
Craft, & Repair " 9.6 2.0 11.3 2.2
Operators, Fabricators,
& Laborers 12.9 6.4 13.1 7.6
?
H
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Table 20
Occupational Participation of American Indian and Civilian
Labor Force (16 Years and (iver) for Utah by Sex
American Indian Civilian
Occupaticns by Civilian Labor Force ~ Labor Force
Major Groupings M -F M F
% % % %
Managerial & Professional
Specialty 10.9 11.2 23.8  21.2
Technical, Sales, & Administrative '
Support 18.3 29.8 305 475 -
Service 21.9 33.7 12.2 17.9 ‘
Farming, Forestry, & :
Fishing 2.5 5 2.2 .6 '
Precision Production, )
Crafi, & Repair 16.9 3.1 15.2 2.9
Operators, Fabricators,
& Laborers 29.5 21.7 16.1 9.9
284
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Table 21

Occupational Participation of American Indian and Civilian
Labor Force (16 Years and Over) for Wyoming by Sex

American Indian Civilian

Occupations by : Civilian Labor Force ~ Labor Force
Major Groupings M F M F

% % % %
Managerial & Professional
Sprcialty 16.3 23.6 215 227
Technical, Sales, & Administrative
Support 20.5 35.7 25.3 458
Service 17.2 31.1 125 21.8
Farming, Forestry, &
Fishing . 5.8 1.3 5.0 1.6
Precision Production,
Craft, & Repair 18.6 2.9 19.7 2.2
Operators, Fabricators,
& Laborers 21.6 54 16.0 5.9

285
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Table 22

Occupational Participation of American Indian and Civilian
Labor Force (16 Years and Over) for Nevada by Sex

American Indian Civilian
Occupations by Civilian Labor Force  Labor Force
Major Groupings M F M F
. % % % %

Managerial & Professional :

Specialty 13.2 13.8 209 19.3
Technical, Sales, & Administrative

" Support 220 36.7 294 459
Service 28.0 36.9 25.6  28.2
Farming, Forestry, &

Fishing 3.9 2.2 1.7 S
Precision Production,

-Craft, & Repair 14.7 1.6 11.6 1.5
Operators, Fabricators,

& Laborers ‘ 18.2 8.8 10.8 4.6
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Table 23

Occupation2| Participation of Americai. Indian and Civilian
Labor Force (16 Years and Over) for California by Sex

American Indian Civilian

Occupations by : Civilian Labor Force ~ Labor Force
Major Groupings M F M F

% % % %
Managerial & Professional
Specialty 17.4 18.0 25,0 23.0
Technical, Sales, & Administrative
Support 29.1 45.0 33,0 48.0
Service 158 210 130 161
Farming, Forestry, &
Fishing- 3.0 1.0 3.0 1.2
Precision Production,
Craft, & Repair 15.3 4.0 12.0 2.9
Operators, Fabricators,
& Laborers 19.4 11.0 14.0 8.8

28'7
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Table 24

Occupational Participation of American Indian and Civilian
Labor Force (16 Years and Over) for Arizona by Sex

American Indian Civilian

Occu=tions by Civi! .n Labor Force  Labor Force
Majo: Groupings M F M F
% % % %

Managerial & Professional .

Svecialty 17.3 214 248  24.0

Technical, Sales, & Administrative

Support 20.5 344 30.9 46.5

Service 24.2 31.9 13.6 120

Farming, Forestry, &

Fishing 4.4 i 2.7 R

Precision Production,

Craft, & Repair . 12.8 24 13.9 2.9

Operators, Fabn.. s,

& Laborers 20.8 9.2 14.1 7.8
285
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Table 25

Occupational Participation of American Indian and Civilian

Labor Force (16 Years and Over) for Alaska by Sex

American Indian Civilian

Occupations by Civilian Labor Force  Labor Force
Major Groupings M F M F

% % % %
Managerial & Professional
Specialty 18.8 21.0 289  28.7
Technical, Sales, & Administrative
Support 28.6 42.9 309 473
Service 222 274 136 174
Farming, Forestry, &
Fishing 4.1 T 2.5 N
Precision Production,
Craft, & Repair 114 2.1 12.7 1.6

Operators, Fabricators,
& Laborers

149

5.9
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Table 26

Occupational Participation of American Indian and Civilian
Labor Force (16 Years and Over) for Idaho by Sex

American Indian Civilian
Occupations by Civilian Labor Force  Labor Force
Major Groupings M F M F
% % % o

Managerial & Professional :
Specialty 15.0 18.6 218 205

Technical, Sales, & Administrative
Support 19.0 344 278 450

Service 17.0 26.4 12.8 20.5

Farming, Forestry, &
Fishing 12.0 1.8 8.9 3.0

Precision Production,
Craft, & Repair 15.0. 2.9 12.7 2.0

Qgerators, Fabricators,
& Laborers 22.0 15.9 16.0 9.0




Table 27

Occupational Participation of American Indian and Civilian
Labor Force (16 Years and Over) for Oregon by Sex

American Indian Civilian

Occupations by : Civilian Labor Force  Labor Force
Major Groupings M F M F

% % % %
Managerial & Professional
Specialty 14.2 16.2 232 224
Technical, Sales, & Administrative
Support 22.6 38.2 29.5 453
Service ' 202 293 135 199
Farming, Forestry, &
Fishing 53 2.0 4.6 1.7
Precision Production,
Craft, & Repair 119 1.9 124 24
Operators, Fabricators,
& Laborers 25.8 12.4 16.8 8.3
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Table 28

P

Occupational Participation of American Indian and Civilian
Labor Force (16 Years and Over) for Washington by Sex

American Indian Civilian
Occupations by Civilian Labor Force ~ Labor Force
Major Groupings M F M F
% % % %
Managerial & Professional
Specialty 16.9 18.3 238 221
Technical, Sales, & Administrative
Support 24.7 41.1 307 47.6
Service 18.7 25.7 129 19.1
Farming, Forestry, &
Fishing 6.9 2.3 3.9 LS
Precision Production,
Craft, & Repair 12.5 24 13.8 2.3
Operators, Fabricators,
& Laborers 20.3 10.2 14.9 7.4
292
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APPENDIX D-3

Employment in Industry by States for American Indians on
Reservations and Total Staie Employed Persons
16 Years and Older




Table 1

Employment by Industry in Florida for American Indians on Reservations
And Total State Employed Persons 16 Years and Older

American Indians Total State
Industry Employed on Reservations Employed Persors

% %
Agriculture, Forestry, Fishing,
Hunting, & Trapping 8.2 3.5
Mining 2 3
Construction 10.0 8.3
Manufacturing 5.3 13.0
Transportation, Communication, &
Public Utilities 3.6 8.0
Wholesale Trade 2 4.4
Retail Trade 10.5 19.2
Finance, Insurance, & Real Estate 1.6 7.6
Services 31.2 30.3
Public Administration 5.4




Table 2

Employment by Industry in Mississippi for American Indians on
Reservations And Total State Employed Persons 16 Years and Older

American Indians Total State
Industry Employed org/o Reservations Employedq;’ersons

Agriculture, Forestry, Fishing, ‘
Hunting, & Trapping 2.3 4.4 *
Mining —_ 1.7

Construction 4.0 7.2

Manufacturing 4.8 24.6

Transportation, Communication, &

Public Utilities 1.0 6.9

Wholesale Trade . 4.1

Retail Trade 9 14.7

Finance, Insurance, & Real Estate 1.7 4.3

Services 49.0 27.0

Public Administration 36.3 5.1




Table 3

Employment by Industry in North Carolina for American Indians on
Reservations And Total State Employed Persons 16 Years and Older

R

American Indians - Total State
Industry : Employed on Reservations Employed Persons

% %
Agriculture, Forestry, Fishing,
Hunting, & Trapping 1.1 34
Mining 1 2
Construction 4.5 6.2
Manufacturing 23.0 33.0
Transportation, Communication, &
Public Utilities 34 6.1
Wholesale Trade .1 4.1
Retail Trade 7.4 14.3
Finance, Insurance, & Real Estate 9 4.2
Services 40.9 24.4
Public Administration 18.6 4,1

29




Table 4

Employment by Industry in Michigan for American Indians on Reservations
And Total State Employed Persons 16 Years and Older

American Indians Total State
Industry Employed on Reservations ~ Employed Persons

% %
Agriculture, Forestry, Fishing,
Hunting, & Trapping 3.5 1.6
Mining 3 4 ‘

¢
Construction 11.1 4.0
Manufacturing 8.6 30.3
Transportation; Communication, &
Public Utilities 3 6.0
Wholesale Trade - 4.0
Retail Trade 4.4 16.0
Finance, Insurance, & Real Estate 3 5.0
Services 17.5 28.4
Public Administration 54.0 43
28y
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Table §

Employment by Industry in Minnesota for American Indians on
Reservations And Total State Employed Persons 16 Years and Older

American Indians 'Total State
Industry ' Employed on Reservations ~ Empioyed Persons
% %
Agriculture, Forestry, Fishing, .
Hunting, & Trapping 5.5 5.9
Mining _ 8
Construction . 12.5 5.3
Manufacturiz 3 15.5 20.2
Transportation, Communication, & .
Public Utilities 3.7 6.8
Wholesale Trade 7 4.9
Retail Trade 4.5 17.0
Finance, Insurance, & Real Estate 2.7 5.7
Services 7.8 29.7
Public Administration 47.1 3.7
; 91
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Table 6

Employment by Industry in Wisconsin for American Indians on
Reservations And Total State Employed Persons 16 Years and Older

American Indians Total State
Industry Employed on Reservations ~ Employed Persons

% %
Agriculture, Forestry, Fishing,
Hunting, & Trapping 3.5 5.6
Mining — 1
Construction 7.4 4.4
Manufacturing 15.7 28.4
Transportation, Communication, &
Public Utilities 1.6 5.7
Wholesale Trade 2 3.7
Retail Trade 2.9 16.5
Finance, Insurance, & Real Estate 1.5 5.0
Services 31.6 27.0
Public Administration 35.6 3.6
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Table 7

Employment by Industry in Louisiana for American Indians on
Reservations And Total State Employed Persons 16 Years and Older

American Indians Total State
Industry y Employed on Reservatons ~ Employed Persons

% %
Agriculture, Forestry, Fishing,
Hunting, & Trapping — 2.6
Mining —_— 4.9
Construction — 9.3
Manufacturing —_— 144
Transportation, Communication, &
Public Utilities —_— 8.7
Wholesale Trade — 4.8
Retail Trade —_— 16.4
Finance, Insurance, & Real Estate — 5.1
Services 50.0 28.6
Public Administration 50.0 5.2

93
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Table S

Employment by Industry in New Mexico for American Indians on
Reservations And Total State Employed Persons 16 Years and Older

American Indians Total State
Industry Employed on Reservations ~ Employed Persons

% %
Agriculire, Forestry, Fishing,
Hunting, & Trapping 4.9 3.7
Mining 1.5 5.7
Construction 1.5 8.4
Manufacturing 20.2 7.4
Transportation, Communication, &
Public Utilities 2.1 7.4
Wholesale Trade 1 3.3
Retail Trade 2.0 174
Finance, Insurance, & Real Estate 9 5.2
Services 30.2 33.0
Public Administration 24.6 8.5

301




Table 9

Employment by Industry in Oklahoma for American Indians on
Reservations And Total State Employed Persons 16 Years and Older

American Indians Total State
Industry Employed on Reservations Employed Persons

% %
Agriculture, Forestry, Fishing,
Hunting, & Trapping 5.6 3.8
Mining 34 5.0
Construction 11.7 7.2
Manufacturing 21.6 16.7
Transportation, Communication, &
Public Utilities 4.8 7.5
Wholesale Trade 1.7 4.5
Retail Trade 10.5 16.4
Finance, Insurance, & Real Estate 2.4 5.4
Services 27.8 274
Public Administration 10.5 6.1
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Table 10

Employment by Industry in Texas for American Indians on Reservations
And Total State Employed Persons 16 Years and Older

American Indians Total State
Industry Employed on Reservatinns Fnployed Persons

% %
Agriculture, Forestry, Fishing,
Hunting, & Trapping 15 3.0
Mining - 3.3
Construction 1.6 9.0
Manufacturing 7.9 18.0
Transportation, Communication, &
Public Utilities 134 7.5
Wholesale Trade 8 5.0
Retail Trade 7.9 16.5
Finance, Insurance, & Real Estate 3.2 6.0
Services 23.6 27.2
Public Administration 40.0 4.5
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Table 11

Employment by Industry in Iowa for American Indians on Reservations
And Total State Employed Persons 16 Years and Older

American Indians Total State
Industry Empioyed on Reservations =~ Employed Persons

% /)
Agriculture, Forestry, Fishing,
Hunting, & Trapping 4.5 10.0
Mining —_— 2
Construction 16.4 5.2
Manufacturing _ 20.2
Transportation, Communication, &
Public Utilities — 6.4
Wholesale Trade . 5.1
Retail Trade - 16.6
Finance, Insurance, & Real Est2te 3.0 52
Services 41.8 273
Public Administration 34.3 3.8
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Table 12

Employment by Industry in Kansas for American Indians on Reservations
And Total State Employed Persons 16 Years and Older

American Indians Total State
Industry Employed on Reservations Emrloyed Persons
% % !

Agriculture, Forestry, Fishing,

Hunting, & Trapping 14.3 6.0
Mining - 2.0
Construction 7.2 6.0
Manufacturing 6.3 19.0
Transportation, Commurication, &

Public Utilities S 8.0
‘Wholesale Trade —_ 5.0

Retail Trade 6.3 16.0
Finance, Insurance, & Real Estate 4.8 6.0
Services 222 28.0

Public Administration 38.9 4.0




Table 13

Employment by Industry in Nebraska for American Indians on Reservations

And Total State Employed Persons 16 Years and Older

American Indians Total State
Industry . Employed on Reservations Employed Persons

% %
Agriculture, Forestry, Fishing,
Hunting, & Trappirg 3.9 11.0
Mining — 2
Construction 7.3 6.0
Manufacturing 49 13.8
Transportation, Communication, &
Public Utilities 1.3 9.3
Wholesale Trade — 4.7
Retail Trade 1.6 17.0
Finance, Insurance, & Real Estate 3.0 6.0
Services 48.0 28.0
Public Administration 30.0 4.0
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Table 14
Employment by Industry in Colorado for American Indians on Reservations
And Total State Employed Persons 16 Years and Older
American Indians Total State
Industry Employed on Reservations =~ Employed Persons
% %
Agriculture, Forestry, Fishing,
Hunting, & Trapping 5.1 3.1
Mining 3 2.7
Construction 11.0 7.9
Manufacturing 4.8 14.1
Transportation, Communication, &
Public Utilities 2.4 8.0
Wholesale Trade - 4.5
Retail Trade 1.2 174 :
i
Finance, Insurance, & Real Estate 2.1 7.1
Services 31.6 29.6
Public Administration 41.5 5.6
.
J
100 -
307




Table 15

Employment by Industry in Montana for American Indians on Reservations
And Total State Employed Persons 16 Years and Older

American Indians Total State
Industry ' Employed onoRcservations Employed%f’ersons,

Agriculture, Forestry, Fishing,

Hunting, & Trapping 10.2 10.5
Mining 8 28
Construction 9.3 7.0
Manufacturing 6.9 7.4
Transportation, Communication, &

Public Utiliies 2.6 9.0
Wholesale Trade 4 4.0
Retail Trade 5.5 18.5
Finance, Insurance, & Real Estate 1.8 4.9
Services 35.7 29.3
Public Administration 26.8 6.6

| N 101
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Table 16

Employment by Industry in North Dakota for American Indians on
Reservations And Total State Employed Persons 16 Years and Older

Industry

American Indians
Employed on Reservations
%

Total State
Employed Persons
%

Agriculture, Forestry, Fishing,
Hunting, & Trapping

Mining
Construction
Manufacturing

Transportation, Communication, &
Public Utilities

Wholesale Trade

Retail Trade

Finance, Insurance, & Real Estate
Services

Public Administration




Table 17

Employment by Industry in South Dakota for American Indians on
Reservations And Total State Employed Persons 16 Years and Older

American Indians Total State
Industry : Employed or‘;o Reservations Employcdqfersons

Agriculture, Forestry, Fishing,

Hunting, & Trapping 8.7 16.2
Mining 1 9
Construction 6.2 5.9
Manufacturing 3.8 9.6
Transportation, Communication, &

Public Utilities 2.8 6.0
Wholesale Trade 2 4.7
Retail Trade 2.7 17.3
Finance, Insurance, & Real Estate 2.0 4.7
Services 41.4 29.0
Public Administration 32.1 5.7
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Table 18

Employment by Industry in Utah for American Indians on Reservations
And Total State Exmnployed Persons 16 Years and Older

Industry

American Indians Total Staie
Employed on Reservations ~ Employed Persons

%

%

Agriculture, Forestry, Fishing,
Hunting, & Trapping

Meining
Construction
Manufacturing

Transportation, Communication, &
Public Utilities

Wholesale Trade

Retail Trade

Finance, Insurance, & Real Estate
Services

Public Administration

7.3

2.8

4.5

2.0

3.8

3.0

32.0

38.3

24

3.1

7.1

15.8

7.5

4.7

16.5

59

284

8.6

104
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Table 19

Employment by Industry in Wyoming for American Indians on Reservations
And Total State Emoloyed Persons 16 Years and Older

American Indians Total State
Industry : Employed onoRcservations Employed%f’ersons

Agriculture, Forestry, Fishing,

Hunting, & Trapping 11.0 5.3
Mining 32 14.9
Construction 9.1 10.3
Manufacturing 3.3 5.4
Transportation, Communication, &

Public Utilities 33 9.2
Wholesale Trade 2 3.2
Retail Trade 2.3 16.0
Finance, Insurance, & Real Estate 3.0 4.0
Services 34.4 26.0
Public Administration 30.2 5.7

312
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Employment by Industry in Arizona for American Indians on Reservations
And Total State Employed Persons 16 Years and Older

Table 20

American Indians Total State
Industry Employed or;/o Reservations  Employed fcrsons

Agriculture, Forestry, Fishing,

Hunting, & Trapping 5.5 2.9
Mining 53 2.4
Construction 7.6 8.2
Manufacturing 7.3 14.5
Transportation, Communication, &

Public Utilities 53 6.6
Wholesale Trade 2 3.9
Retail Trade 5.4 18.1
Finance, Insurance, & Real Estate 1.3 6.9
Services 38.8 29.8
Public Administration 23.3 6.7
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Table 21

Employment by Industry in California for American Indians on
Reservations And Total State Employed Persons 16 Years and Older

American Indians Total State
Indusiry ' Employed on Reservations ~ Employed Persons
o %

Agriculture, Forestry, Fishing, .
Hunting, & Trapping 5.6 3.1

Mining .1 4
Zonstruction 5.7 5.7
Manufacturing 7.1 29.3

Transportation, Communication, &
Public Utilities 2.7 7.1

Wholesale Trade

to

4.4

Retail ‘Irade 3.9 16.5

Finance, Insurance, & Real Estate 1.6 7.1

Services 40.6 30.3

Public Administration 32.5 5.1




Table 22

Employment by Industry in Nevada for American Indians on Reservations
And Total State Employed Persons 16 Years and Older

American Indians Total State
Industry Employed on Reservations =~ Employed Persons

% %
Agriculture, Forestry, Fishing,
Hunting, & Trapping 16.0 1.7
Mining 4 14
Construction 9.7 7.9
Manufacturing 3.2 5.9
Transportation, Communication, &
Public Utilities 1.8 7.6
Wholesale Trade 1.2 2.7
Retail Trade 4.4 16.2
Finance, Insurance, & Real Estate 1.7 5.9
Services 30.8 44.3
Public Administration 30.8 6.4

¢
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Table 23

Employment by Industry in Alaska for American Indians on Reservations
And Total State Employed Persons 16 Years and Older

American Indians Total State

Industry ' Employed on Reservations =~ Employed Persons
% %
Agriculture, Forestry, Fishing,
Hunting, & Trapping 54 3.1
Mining Vi 2.9
Construction ] 15.3 7.9
Manufacturing 9.9 6.3
Transportation, Communication, &
Public Utilities 2 11.2
Wholesale Trade 11.2 2.5
Retail Trade 11.2 15.1
Finance, Insurance, & Real Estate 1.9 5.1
Services 29.1 30.0
Public Administration 15.1 15.9
' 316
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Table 24

Employment by Industry in Idaho for American Indians on Reservations
And Total State Employed Persons 16 Years and Older

American Indians Total State
Industry Employed on Reservations Employed Persons

% %
Agriculture, Forestry, Fishing,
Hunting, & Trapping 11.0 10.0
Mining 3.4 1.4
Construction 8.7 7.0
Manufacturing 10.9 14.0
Transportation, Communication, &
Public Utilities 1.8 7.5
Wholesale Trade 1 4.5
Retail Trade 54 17.6
Finance, Insurance, & Real Estate 2.3 54
Services 24.0 26.7
Public Administration 324 5.9




Table 25

Employment by Industry in Oregon for American Indians on Reservations
And Total State Employed Persons 16 Years and Older

American Indians Total State
Industry Employed on Reservations Employed Persons

% %
Agriculture, Forestry, Fishing,
Hunting, & Trapping 7.8 4.6
Mining — 2
Construction 4.5 6.4
Manufacturing 19.1 19.5
Transportation, Communication, &
Public Utilities 2.2 7.2
Wholesale Trade 2 4.7
Retail Trade 3.5 17.9
Finance, Insurance, & Real Estate 1.7 6.2
Services 28.2 28.2
Public Administration 32.8 5.0
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Table 26

Employment by Industry in Washington for American Indians on
Reservations And Total State Employed Persons 16 Years and Older

American Indians Total State
Industry Employed on Reservations Employed Persons

% %
Agriculture, Forestry, Fishing,
Hunting, & Trapping 16.0 3.9
Mining 3.8 2
Construction 7.9 ' 6.8
Manufacturing 9.4 19.5
Transportation, Communication, &
Public Utilities 3.0 7.8
Wholesale Trade .6 51
Retail Trade 7.2 16.9
Finance, Insurance, & Real Estate 1.6 6.2
Services 23.9 28.7
Public Administration 26.6 4.9
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APPENDIX D-4

Work Disability Status of Non-Institutional American Indians
and Total State Populations (16-64 Years Old)




Maine

The 1980 U.S. Census showed that the percentages of work disabled for American
Indians in Maine were 17.2% for males and 13.2% for females. Of the work disabled
males 36% lived in urban areas while 64% lived in rural areas. Thirty-one percent of the
work disabled females lived in urban areas compared to 69% in rural areas.

By comparison the perceatages for the total work disabled population in Maine
were males 11% and females 8.5%. A higher percentage of male and female work disabled
in the total population lived in urban areas, males 44% and females 48%.

New York

In New York, 13.8% of both the male and female population of American Indians
were work disabled. These percentages are higher than those reported for the total
population which were 8% for males and 7.4% for females. The majority of work disabled
in both groups and by gender resided in urban areas, American Indian males 69% and
females 76.5%; and total populauon males 83.5% and females 87%.

Elorida
The 1980 U.S. Census showed that the percentages of work disabled for American

Indians in Florida were 15.8% for males and 12.4% for females in contrast to the total
population which were males 11.1% and females 8.9%.

The majority of work disabled persons in both groups by gender lived in urban
areas of Florida: American Indian males 80.5% and females 76%; and total population
males 80% and females 82%.

Mississippi

The percentages of work disabled American Indians in Mississippi were 14.5% for
mal;:lsi and 14.3% for females compared to males 12.3% and females 11.3% for the total
population.

The majority of work disabled in both groups by gender lived in rural areas of
Mississippi: American Indian males 53% and females 65%; and total population males
59%, females 56.5%.

North Carolina

In North Carolina, the percentages of work disabled American Indian males was
13.7% and 13.6% for femalts. In the total population in North Carolina 10% of males and
9.5% of females were work disabled.



While higher percentages of work disabled American Indians lived in rural areas
than the total population, the majority of the work disabled in both groups by gender lived
in rural areas of North Carolina. Seventy-nine percent of American Indian males and
71.5% of females compared to total population males 57% and females 54%.

Michi

The percentages of work disabled American Indians in Michigan were 14.6% for
males and 16.1% for females compared to males 6.7% and females 8.9% in the total
population.

The majority of work disabled persons in both groups by gender lived in urban
areas of Michigan: Sixty-five percent of American Indian males and 75% of females
campared to the total population males 70% and females 74%.

Mi

In Minnesota, the percentages of work disabled American Indians was 14.7% for
males and 9.6% for females compared to males 7.9% and females 6.2% in the total
population.

The majority of work disabled individuals in both groups by gender lived in urban
areas: Axélggcan Indian males 62% and females 63%; and total population males 63% and
females 69%.

Wi .

The percentages of work disabled American Indians in Wisconsin were 12.9% for
males and 9.6% for females compared to work disabled in the total population which was
7.5% for males and 6.1% for females.

The majority of work disabled American Indians lived in rural areas; males 58%
and females 53%. By contrast the majority of work disabled in the total populatior: in
Wisconsin lived in urban areas; males 61% and females 67%.

Louisiana
In Louisiana, the percentages of work disabled American Indians were 12.9% for
males and 12% for females compared to 10.1% of males and and 9% of females in the total
population.
The majority of work disabled persons in the two groups by gender lived in urban

areas of Louisiana: American Indian males 56% and females 58.5%; and total population
males 64% and females 68%.
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New Mexico

The percentages of work disabled in New Mexico were lower for American Indian
mal;s 7.9% and females 6.7% when compared to total population males 9.3% and females
7.1%.

The majority of work disabled American Indians in New Mexico lived in rural
areas, males 76% and females 78.5% while the majority of work disabled in the total
population lived in urban areas,-males 70% and females 73.5%.

Oklahoma

In Oklahoma, the percentages of work disabled American Indians were 15.9% for
males and 13% for females compared to 11.7% males and 9.9% females who were
disabled in the total population.

The majority of work disabled American Indian males 53.5% and females 55% live
in rural areas of Oklahoma while the majority of work disabled persons in the total
population live in urban areas; males 61% and females 65%.

Texas

The percentages of work disabled American Indians in Texas were 12.8% for males
and 11.5% for females. By contrast, work disabled in the total population was 8.3% for
males and 7% for females.

Seventy-five percent of work disabled American Indians lived in urban areas. For
work disabled in the total population in Texas, 75% of males ar.1 78% females lived in
urban areas.

Iowa

In Jowa, the percentages of work disabled American Indians were 12.9% for males
and 12.2% for females compared to males 8% and females 6.5% for the total population.

The majority of both work disabled American Indians and those work disabled in
the total population lived in urban areas: American Indian males 67.5% and females 79%;
and total population males 58% and females 63%.




Kansas

The percentages of work disabled American Indians in Kansas were 13.6% for
males and 13.4% for females compared to 8.2% of males and 7.1% of females who were
work disabled in the total population.

‘The majority of the work disabled American Indian population and vork disabled in
the total population lived in urban areas, American Indian males 69% and females 76%; and
total population males 65% and females 70%.

Nebraska

In 1980, the percentages of work disabled American Indians in Nebraska were
13.8% for males and 12.5% for females compared to 7.8% males and 6.2% females who
were work disabled in the total population.

Similar to Kansas and Iowa, the majority of work disabled American Indians and
those in the total population lived in urban areas, American Indian males 55% and females
66%; and total population males 61.5% and females 68%.

Colorado

The percentages of work disabled American Indians in Colorado were 11.3% for
males and 11.6% for females compared to 7.8% of males and 6.7% of females who were
work disabled in the total population.

Sevent-five percent of American Indian males and 78% of females lived in urban
areas compared to total population males 79% and females 82%.

Montana

In Montana, the percentages of work disabled American Indians was 9.5% for
males and 8.7% for females compared to work disabled in the total population which was
9.4% for males and 6.9% for females.

‘The majority of work disabled American Indians lived in rural areas, males 68%
and females 61%. By contrast, more wori disabled in the total populat.on‘lived in urban
areas, males 52% and females 57%.

North Dakota

The percentages of work disabled American Indians in North Dakota were 8.6% for
males and 9% for females compared to work disabled in the total population which was
7.6% for males and 5.7% for females.

Higher percentages of work disabled American Indians in North Dakota live in rural
areas; males 78% and females 73%. Fifty-six percent of work disabled males and 50% of
fernales in the total population live in rural areas of North Dakota.

South Dakota
The percentages of work disabled American Indians in South Dakota in

1980 were 11.8% for males and 8.1% for females. In the total population, there were
7.1% of males and 6% of females who were work disabled.
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The majority of disabled American Indians of South Dakota lived in rural areas,
males 69% and females 65%. For the total population of work disabled, 52% of the males
lived in rural areas and 52% of the females lived in urban areas.

Utah

In Utah, the percentages of work disabled American Indians were 8.5% for males
and 7.1% for females. The percentages of work disaled in the total population were
slightly lower for males 8.1% and females 7%.

High percentages of work disabled in the total population were concentrated in
urban areas; males 83% and females 85%. For American Indians, work disabled
individuals lived equally in urban areas. Males and females living in urban areas were 49%

and 51%, respectively. )
A Wyoming

The percentages of work disabled American Indians living in Wyoming were 9.6%
for males and 7.1% for females compared to 6.6% and 5.6% for the total population.
Fifty-two percent of work disabled American Indian males and 47% of females lived in
urban areas of Wyoming. Sixty-three percent of work disabled males in the total state
population and 64% of females lived in urban areas.

Arizona

The percentages of work disabled American Indians in Arizona were 10.5% for
males and 9.2% for females. For the total population, the rates were 9.8% and 8.4% for
males and females.

The majority of work disabled American Indians lived in rural areas, males 74%
and females 67%. By contrast, the majority of work disabled in the total population lived
in urban areas, males 82% and females 83%.

Californi
The percentages of work disabled American Indians in California were males
14.6% and females at 14%. This compares to 8.4% and 8% in the total population.

Over eighty percent of work disabled American Indians and those work disabled in
the total population lived in urban areas of California. The percentages for American Indian
males and females were 82.5% and 84%. In the total population, 89% of work disabled
males and 91% of females lived in urban areas.

Nevada
The percentages of work disabled American Indians in Nevada were 11.2% for

males and 9.5% for females. For the total population, there were 8.3% work disabled
males and 7.2% females.

The majority of work disabled American Indians and those work disabled persons
in the total population resided in urban areas of Nevada. Seventy-three percent of

American Indian males and 56% of females lived in urban areas. For the total population,
84% of males and 85% of females lived in urban areas.
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Alaska

The percentages of work disabled American Indians, Eskimos and Aleuts were 7%
for male;i and 7.1% for females compared to 5.7% for males in the total population and 5%
for females.

The majority of work disabled American Indians, Eskimos and Aleuts lived in rural
areas of Alaska; males 70% and females 58%. By contrast, the majority of work disabled
persons in the total population lived in urban areas, males 61% and females 65%.

Idaho

The percentages of work disabled American Indians in Idaho were 12.3% for males
andullZ.§% for females compared to 9.7% and 7.7% of males and females in the total
population.

Fifty percent of work disabled American Indian males lived in urban areas of Idaho
while 40% of the females did. Fifty percent of males and 55% of females in the total
population lived in urban areas of Idaho.

Oregon
The percentages of work disabled persons for American Indians were 17.9% for'males and.
16.5% for females compared to 10.8% and 8.9% for the total population.

The majority of work disabled in both groups by gender resided in urban areas of
Oregon. For American Indianis, 59% of both males and females lived in urban areas
compared to 63% and 68% for males and females in the total population.

Washington

The percentages of work disabled American Indians were 13.8% for males and
14.4% for females compared to 9.4% for males and 8.1% for females in the total
population of Washington.

The majority of work disabled in both groups by gender lived in urban areas of
Washington. Sixty-two percent of male and 68% of female American Indians lived in
urban areas. For the total population, 71% of male and 75% of female lived in urban areas
of Washington.
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Questionnaires
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QUESTIONNAIRE FOR STATE DIRECTOR

S D. _El. lS o . R IQI .] .

1.

In 1978 amendments to the Rehabilitation Act specifically addressed the need
to improve or increase VR services to Native Americans. The 1986
amendments strengthened the language related to Indians in several sections
(12) throughout the-Act. Are you aware of the language in the specific
sections related to VR services for Arnerican Indians?

Yes No

Does your agency have any existing policies/initiatives specifically targeted
to meet the needs of Indians? Yes No

2.1 If yes, have you developed strategies to implement them?
2.1.1 If yes, what are those?

2.2 Ifno, do you have any plans for implementing a special effort for
Indians?

2.2.1 If yes, what strategies have you identified for initiating
effort?

When you implement a new initiative, what approaches/strategies/people
do you typically rely on?

3.1 Wiat unique approach may be necessary in improving VR services
for Indians?

Has a staff person been designated as responsible for addressing legislative
changes related to American Indians? Yes No

4.1 Ifyes, what was the criteria for appointment?

Training
Experience
American Indian

4.2 How many hours per month does this person spend on this issue?

In establishing initiatives for your State, how would you rank improving/
expanding VR services to Indians in your service priorities?

—__High

— Medium
Low

The new amendments require that the State VR "actively consult" with tribal
organizations on the State Plan. '

6.1 What does that mean to you?

121

-

328




10.

11.

6.2 What do you plan to do in response to the requirement?
6.3 Who on your staff will consult with tribes?
6.4 How will you identify which tribal representatives to consult with?

Which do you think is the best strategy to improving/increasing VR
service to reservation-based Indians?

a) building VR services for Indians within existing State
structures, or

b) helping tribes secure funding for creating tribally administered
programs, or

¢) combination of above--tribal programs operating in conjunction
with existing services, or

d) Other, describe.

It is the legislative intent that "the State shall provide VR services to
handicapped American Indians residing in the State to the same extent as
the State provides such services to other significant segments of the
population of individuals with handicaps residing in the State."

Section 101(20)

8.1 What problems or barriers do you foresee in accomplishing this?

8.2 Are there different barriers for urban versus reservation Indians?
If yes, give examples.

8.3 Have you any suggestions about how to remove barriers or
obstacles in the implementation of the new legislation?

Does the legislation provide opportunities for you as state director in
addressing the VR needs of Indians with disabilities?

What do you see as the role of the Regional RSA office in implementing
the "Indian Initiatives?"

What information or assistance would be useful to your agency in responding
to the new legislation?

Summary report
Tribe and population informaticn

Technical assistance __
IHS, BIA conterpart and contacts

Economic/labor market data
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II.  State Director or Designated Staff Person - Outreach, Consultation, Training/
In-Service

A. OQutreach

1.

Are you now identifying and facilitating participation of Indians in
State VR programs? Yes No

If yes, what strategies are being used?

Do you have plans for disseminating information regarding the new
legislation to Indian tribes or tribal organizations in your state?

B. Consultation with Tribal Oreaniza

3. How can Indians contribute o the development of the State Plan?
4. 'What role will tribes plan in the planning process?
5. 'Whose responsibility is it to identify VR needs of Indians?
The tribes's
The State VR agency
_ Other
C. Training/n-Servi
6. Whatkind of in-service training are you now offering or planning to
develop for VR personnel wworking divectly with Indian clients?
6.1 Do you get input from tribes in developing in-service training?
7. What in-service training is needed now for your staff relative to
service delivery to Indians in your state?
7.1  Are there different staff training needs for serving reservation
and urban Indian clients?
8. Have you any suggestions for cooperative efforts to increase

knowledge of VR personnel regarding Indian needs and culture,
and also to increase Indian awareness of VR services?
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1)
2)

3)

4)

5)

6)

7

8)

QUESTIONNAIRE FOR DISTRICT MANAGER

Does your district office currently serve Indian clients?

Do you have staff person(s) specifically responsible for serving reservation
Indian clients? Urban Indian clients?

2.1
2.2

Criteria for selection/identification of this personnel.

Do you have any Native American staff? Which posiﬁc;ns?
2.3 How large is/are reservation(s) you serve?
Population __

Area

2.4 How often does staff person(s) visit Indian clients on reservation?

Distance

Frequency

Are the costs of rehabilitation different when serving disabled Indian clients? If yes,
what are the reasons?

Given that high unemployraent of the Indian population is a major barrier to
vocational rehabilitation, what existing mechanisms in the State VR system could be
used to overcome the barriers to successful rehabilitation of Indian clients?

What is the nature of your relationship with tribes and/or tribal organizations in
your district?

In 1978 amendments to the Rehabilitation Act specifically addressed the need to
improve or increase VR services to Native Americans. The 1986 amendments
strengthened the language related to Indians in several sections (12) throughout the
Act. Has your district implemented activities responding to those legislative changes?
If yes, what are they?

If no, do you plan to?

What kinds of cooperative ef.orts have occurred in the past between the State

VR and tribes or tiibal organizations?

7.1 How would you facilitate increased cooperation and communiation with tribal
organizations in order to improve VR services to Indians?

What in-service training relative to Indian cultures and VR needs has been conducted
for your staff which serve Indian clients?

8.1 Do you feel there is a need for in-service training in this area? If yes, identify
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9)

training topics.

8.2 Have you requested input from tribes in developing training and in-service for

staff serving Indian clients?

8.3 Are cooperative training programs which include both Indian representatives
and your staff--to increase interaction and understanding on both sides--planned

for the future?

If yes, describe.

How do you meet the cultural needs of Indians within a VR cor. .xt?
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1)

2)

3)
4)

5)

6)

7)

8)

9)

QUESTIONNAIRE FOR PROJECT DIRECTORS

Rocky Boy, Navajo, Shoshone-5annock Projects
How have VR services to Indian peo,..c changed since implementation of the
Indian VR project on your reservation?

What was the natare and extent of State VR input into the development of
your Indian VR project?

How far is your tribe from the nearest State VR counselor's office?

Do you have on-going contacts with the State VR?

a) Atwhatlevel?

b)  With whom?

©) How often?

d)  Concerning which issues?

Have you been contacted or consulted yet by State VR personnel regarding the

new legislation? Yes No
Regarding the State Plan? Yes No

Have you initiated contact with the State VR regarding legisiative changés related
to VR services for Indians?
Yes No

6.1 What strategies do you recommend to the State for facilitating tribal
involvement in the development of State Plan?

What do you think is the best strategy for improving/increasing VR services to
reservation Indians?

a)  building VR services for Indians within existing State structure, or
b)  securing funding for creating tribally administered VR programs, or

¢)  combination of above, tribal programs operating in conjunction with
existing services, or

d) other, describe.

If an Indian is a member of a tribe with its own VR project, is he/she eligible for State

VR services?

Are there any formal or informal arrangements for cooperation with State VR when

a client of an Indian VR project requires assistance or counseling off-reservation?

9.1 What State VR services do your clients participate in?
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10) Is anIndian from a different tribe or reservation eligible to be served by your VR
project? Yes No

11) Are your services comparable to those provided by the State VR?
Yes Ne Explain.

12) What are your staff training needs? Topical areas

12.1 Does your staff participate in State VR training/in-service programs?
Yes No

a) Which ones?
b) How often? N

c)  Does the state VR offer training/in-service for your staff on your
reservation?

d)  Does the state VR request input from your tribe in the development
of State VR training and/or in-service programs for staff serving Irdian

clients?
13) 'What suppport/commitment to your project are you currently receiving from your
your tribal government?
14) a)  What barriers or obstacles are you aware of to improving/increasing VR
services to Indians?
b)  Have you any ideas about how to remove or overcome barriers or N

obstacles to improving/increasing VR services to American Indians?
¢)  What new opportunities does the legislation create for your tribe?
15) What resouces and/or information would be helpful to you, and possibly other tribes,

during the early stage of planning and implementing the new legislation? (Examples
which could be developed into TA)
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Quantitative Analysis
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Quantitative Analysis: The Relationship Between American Indian
Population Characteristics and State VR Agency Policies and Activities

Demographic characteristics of the Indian populations in the 27 identified states,
such as total Indian population, percent of state population, number of recognized tribes,
urban or rural residency patterns were compared to policies and activities of the State VR
agencies. The results are discussed in Section E under "Relationship Between American
Indian Population Characteristics and State VR policies and Activities". The following is a
discussion of the statistical procedures applied to determine the relationships. Results of
the application of each of the three correlation procedures are presented in the Table 1 in
this section. .

Several measures of association have been applied to the variables of this study.
Each will be briefly discussed in turn. Pearson's r (correlation coefficient) is perhaps the
most familiar of these. It measures the direction and extent of linear association, or co-
mnovement, between tvro variables. A positive sign (+) implies direct association, while a
negative sign (-) suggests an inverse relationship in terms of magnitude, and 0 = no linear
relationship. -Pearson's t is bounded by -1.00 and 1.00, with larger absolute values
indicating "stronger" linear relationships. It is important to keep in mind that Pearson's r
cannot gauge causality or precedence of the two variables. In other words, all we can say
is that "x and y move together." But we cannot make statements about which one caused,
or preceded, which. One important assumption which is necessary in order to test
hypotheses using Pearson's r is that the two variables have a bivarate normal distribution.
However, as many of the variables in the present study are categorical in nature, it is likely
that this assumption may not hold. As aresult, the Pearson's r measure was supplemented
by two of its non-parametric (distribution-free) counterparts. As shown in Table 2 it turns
out that in almost all cases, all three measures of association led to the same conclusion
regarding the null hypothesis (Ho: r = 0).

- Itis also worth mentioning that, while these magnitudes may seem "small" in an
absolute sense, they need to be evaluated in the context of their particular discipline.
Marketing researchers and others in the "softer" applied behavioral sciences have long used
benchmarks as low as 0.30 and even 0.20, depending upon the setting. The important
thing is to Jook for significance relative to the customary benchmarks in one's field.

The first of these non-parametric correlation coefficients is Spearman'sr.
Basically, it is highly similar to Pearson's in its underlying form. However, Spearman's
calculates the association between the ranks of two sets of variables, rather than the
variables themselves. Therefore, it is less likely that one extreme value in either the x or y
.set will unduly bias or skew the results. The second nonparametric correlation coefficient
is known as Kendall's Tau ( T). Itis calculated by looking at the directions of difference
between successive pairs of x and y variables. (In other words, are larger x's associated
with larger, or smaller, y's?). Typically Spearman's and Kendall's T will not yield the
exact same-values in a particular case. However, they both should lead to the same
decision cor,cerning hypothesis testing. (Recall that the null states "there is no linear
association between x and y", while the alternative states, "there is significant linear
association.")

Also, regarding the issue of p-value and statistical significance, we may have even
more confidence in the robustness of these results, due to the relatively small sample sizes.
In other words, it is mathematically possible to inflate the magnitudes of these correlation
coefficients simply by continuing to increase sample size--even between two variables
which are'not expected to be linearly associated. :But here we have sample sizes in the
"small-to-moderate” range. Therefore, we may have greater confidence that those
correlation coefficients-with low p-values are indeed pointing to "real" relationships
between the two variables in question.
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APPENDIX E-2
Table 1

Relationship Between American Indian Population Characteristics
and State VR Agency Policies and Activities

Designation of staff 1 Priority of improving 2 Consultation 3 Preferred 4

h_ strategy
*5 33766 * 3343 1195 .1628

(.08) (.005) (.180) (.113)
*.3992 * 3992 1492 .1992

(.007) (007 (.186) (.115)
* 3782 * 3782 - 0951 3331
(.010) (.010) (285) (.021)
Percent of State 1403 * 2651 0688 .1093
Popuiation (.153) (.021) (.299) (.208)
.1683 * 3408 .0742 1336
(.156) (.018) (.329) (212)
0504 *.3000 0514 .0982
(.382) (.034) (.380) (.279)
* 2777 ¥ 3013 * 4089 1815
(.046) (027 (.005) (.130)
*2777 *3170 *4293 1853
(.046) (.026) (.004) (.133)
* 2777 * 3015 *4246 1812
(.046) (.033) (.004) (.138)
Urban or Rural 0722 1686 1746 .1929
residence of majority (.370) (.206) (203) (.188)

of States Indian

Population .0761 1833 .1979 2033
(.375) (.220) (.201) (.195)
.0818 1495 1585 1750
(.366) (.265) (252) (.230)

1. Question 4 - Has a staff person been designated as responsible for addressing legislative changes related
to American Indians? Yes__ No_
2. Question 5 - In establishing initiatives for your State, how would you rank improving/expanding VR
services to Indians in your service priorities? ___High ___ Medium ___ Low
3. Question 6.2-What do you plan to do in response to the requirement to "actively consult" with tribes
and-tribal organizations on State Plan
4. Question 7 - Which.do you think is the best strategy to improving/increasing VR service to
reservation-based Indian s?
a) Duilding VR services for Indians within existing State structures, or
b) helping tribes secure funding for creating tribally administered programs, or
¢) combination of above--tribal programs operating in conjunction with existing
services.
5. *significant positive relationship indicated
6. The three values indicated for each pair of variables will be presented in order of Kendalls T, Spearman's
r, and Pearson’s «.
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